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ABSTRACT

The U.S. Agency for Internationa Development (USAID) has sought over the past decade to initiate
and expand employer-based programsfor delivering family planning servicesin selected countries. USAID
initiaties have involved five basic intervention drategies, ranging from direct support (i.e., providing direct
ass stance and subsidies to employers) to indirect support (i.e., working through business and professiona
associations). This experience does not provide enough evidence to draw conclusions about which
approaches are most effective for achieving key objectives of donors in this area, such as increasing
contraceptive prevalence, averting births, reducing public expenditures, improving the method mix, or
reaching underserved populations, among others. However, recent lessons suggest that future programs
should focus on severd key gods, induding minimizing direct financid subsdies, providing adequate and
appropriate technicd assstance, working through umbrella business organizations, and investing in long-
term follow-up.
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EXECUTIVE SUMMARY

The Promoting Financid Investments and Transfers (PROFIT) project isfunded by the United States
Agency for Internationd Development's (USAID) Office of Population to encourage and finance
sugtainable commercid family planning activities throughout the developing world. Some of PROFT's
initidives are designed to stimulate employer-based family planning service delivery. Two earlier projects,
the Enterprise Project and the Technica Information on Population for the Private Sector (TIPPS) Project,
aso engaged in these kinds of activities. This paper reviews past experience with employer-based
initiatives, identifying strategies used and assessing their effectivenessin motivating employer participation,
and makes recommendations for future initiatives in employer-based programming. Because of the
imperative to increase the share of services borne by the private sector, the paper focuses exclusively on
activitieswith the objective of engendering significant employer responsbility for financing service ddivery.

Donor and cooperating agencies have used the following five basic intervention strategies to stimulate
employer-based services:
# Providing direct technica and financid subsidies to employers

Conducting analyses of costs and benefits to employers

Linking private providers and employers

Maingtreaming family planning/maternal and child hedlth servicesinto managed hedlth care systems
Working through business and professional associations.

* O OH H

These interventions involve various combinations of inputs, and subproject objectives have varied both
within and among them. Accordingly, there are virtudly no long-term follow-up data that permit a
conclusion as to which intervention works best in terms of any of the disparate objectives.

The paper describes a sample of employer-based programsinitiated by PROFIT and other USAID-
supported projects, including the Enterprise Project and the TIPPS Project. The purpose of Enterprise
(1985-1990) was “to increase the ddlivery and use of acceptable, affordable family planning services
through the private sector.” Employer-based programming was one dement within the project'scommercid
component. The purpose of TIPPS (1985-1990) was“to increasethe alocation of private sector resources
to family planning by promoting an understanding of the benefits of birth spacing in private hedth and
commercid systems.” The TIPPS gpproach was designed to stimulate businessesto invest their own funds
in family planning services. The god of PROFIT (1991-1997) is to expand private sector participationin
family planning service ddlivery by encouraging and financing sustainable commercid family planning
activities in the developing world.
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Based on the experiences of these projects, a great ded has been learned about how employer-based
programs operate and about key principles of design, implementation, and evaluation.

About Employers
# The corporate world is idiosyncratic, and each employer is different, making intervention models

unfeesible,
# Employer-based programming involving a sgnificant corporate investment, with or without a subsidy,

requires that the interests of the employer and the donor intersect.
Employers have amultitude of priorities, interests, and options for investiment.
Introducing and/or expanding family planning/maternd and child hedth (FFIMCH) services is a new

activity, requiring a stable economic environment and the commitment of top and middle management.
4 Plantation-type employers, and those with existing hedlth benefits, are more likely to implement an

employer-based FP/MCH services program because they tend to have a captive audience and tend
to be rdatively paterndidtic.

* H#

About Health Insurance Providers and Managed Care Arrangements
# Insurance companies are generaly conservative, risk-averse, and not primarily socialy motivated,
resulting in an extremely narrow area of collaborative opportunity in which partner and donor interests

intersect.
# Though experienceis limited, the concept of including FP/MCH services within managed careis hard

to sdl to insurance and managed care companies.

About Linking Providers and Employers
# Employersgenerdly need specidized technical assstance to establish and maintain FP/M CH programs,

evenwhere company hedth clinicsand servicesexist. Forma linkages between employers, and NGOs
and hospitals can serve this need.
# Intensive brokering assistance by PROFIT-like projects facilitates employer-provider relations.

About Working through Umbrella Organizations
# Working through umbrellabusiness and professona organizations has excellent potentia for achieving

economies of scae in costs and facilitating collaboration with employers, provided the partner is
committed and effective.

About Program Design
# Mot employer-based programs integrate FP into other existing primary health and MCH services.

Xii
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# Multiple donor objectivesfacilitate flexibility and experimentation. At the sametime, multiple objectives

can scatter resources and make concrete results hard to define and measure.
# Thetypica three- to five-year duration of aproject requires more redlistic expectations of what can be

achieved.

About Program Implementation

# Anopportunistic, ad hoc approach may be asgood as, or better than, trying to usearigid, framework-
based approach to choosing partners.

# All participantsin employer-based programming need to resist the temptation of being overly optimistic
concerning project gods.

# Technicd assstanceisvirtudly aways aprerequisite to establishing employer-based services. Itisless
clear whether financid subsidies make a subgtantial contribution toward sustaining or replicating
subprojectsin the long run.

# Commercid insurers dearly need technical assstance and financia subsidies to minimize the financia
rsk.

# Simplified data requirements and better management systems are needed for more effective collection
and use of project data.

About Evaluation

# Ddfinitive, scientific evauation of the impact of employer-based programsis neither possible nor cost-
effective a thistime.

# Investment in long-term follow-up may be very beneficid in assessing program sugtainability and
replication.

Future Directions

USAID-supported gpproachesto employer-based programming continue to evolve, with implementing
agencies continuing to experiment. Flexibility and experimentation remain critica . Past experience suggests
that future programming frameworks should incorporate the following key gods:
# Broaden the areain which partners and donors objectives intersect.

# Minimize direct financid subsdiesin light of uncertain long-term results unless there is an overriding

reason to do so, asin the case of reducing financid risks within the managed care arena.
# Caefully identify the partner's technical assistance needs and provide financia support for technica

ass stance to mest them.
4 Fadilitate provider-employer networks through brokering linkages among employers, other for-profit

organizations, NGOs, and hedth care or managed care providers, focusing on providers that require
minima technicd or financia assstance.
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Enlig the cooperation of umbredla busness and professond organizations that have strong influence

over member employers and can therefore stimulate participation among their memberswith relatively
little support.
Disseminate and explore the effectiveness of sdlf-help toolsto help employersinitiate ddivery of FPand

other health care services for employees.
Engage private sector partners in more busness-ike activities than smple cost sharing, which would

help diminate those partners who are unwilling to risk their own funds.

Improve partner choices, ensuring that the partner can carry out al respongbilities (e.g., sart-up
financing, quality service ddivery, sales, outreach to new populations, etc.) by designing creetive
subprojects, providing technical assstance, and brokering appropriate linkages with supportive
organizations.

Continue to integrate family planning into other employer-provided hedth services, thus building on
exiging the infrastructure.

Set feasible and appropriate objectives given the duration of a project, and refrain from making
comparisons between projects based on incomparable measurements.

Gather only the data that is most appropriate and useful information for managing and assessing a
subproject.

Invest in long-term follow-up, particularly if the subproject is meant to be sustained (as opposed to

being apilot).



1. INTRODUCTION

Since its introduction in India during the 1940s, employer-based family planning has been an effective
drategy for ddivering servicesto employeesin ether theformd or informa sectors. Since the late 1980s,
diminishing donor funding for family planning programs has focused renewed attention on employer-based
approaches as a means to share the burden of providing family planning services with the commercia
sector. This paper reviews experience with employer-based initiatives, by identifying strategies used and
assessing their effectiveness in motivating employer participation, and makes recommendations for future
initiatives. The paper describes a sample of employer-based programs initiated by USAID-supported
projects that have focused on employer-based subprojects, particularly the Enterprise Project, the
Technicd Information on Population for the Private Sector (TIPPS) Project, and the Promoting Financid
Investment and Transfers (PROFIT) Project.

The purpose of Enterprise (1985-1990) was“to increase the delivery and use of acceptable, affordable
family planning services through the private sector.” The project had both commercial and NGO
components. Employer-based programming was one dement in the commercial component. The purpose
of TIPPS (1985-1990) was “to increase the dlocation of private sector resources to family planning by
promoting an understanding of the benefits of birth gpacing in private hedth and commercid sysems.” The
T1PPS gpproach was designed to stimulate businessesto invest their own fundsin family planning services.

The most recent of the three projectsis the PROFIT project, which seeks to encourage and finance
sudtainable commercid family planning activitiesin the developing world. PROFI T hasworked with private
sector entities to create, expand, or strengthen their ddivery of family planning products and services. It
has provided technical ass stance and investment funds to projects that:

# increase the quality and availability of contraceptive products through improved marketing and

digtribution

# broaden contraceptive method mix and/or introduce improved products,

# increase availability of family planning services by establishing new dinics or expanding existing

ones,

# improve the qudity of available family planning services through training and access to equipment,

and

# shift product costs and services from the public sector to the private sector.

The employer-based subprojects described in this report are categorized by type of intervention. The
categorization scheme highlights the practical aspects of the donor-supported efforts
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to simulate employer participation. This enables donors and implementing agencies to examine
implementation Srategies as one component in the formulation of future directions.

Section 2 provides brief descriptions of the programs (Appendix A contains more program details and
presents results where available). Section 3 summarizes what has been learned to date and suggests
implications for future programming. Section 4 presents the key elements of a framework to guide future
employer-based program directions.



2. STIMULATING EMPLOYER-BASED SERVICES

This section describes selected employer-based family planning (FP) and/or maternd and child hedlth
(MCH) programs, illugtrating the diversty of donor-supported initiaives in this area. The distinguishing
features of each activity are highlighted. More detailed descriptions of these programs are given in
Appendix A and can be found in the other documents listed in the bibliography.

Thereisample evidence that many employerswill readily accept afree serviceinvolving little corporate
obligation, except thosethat have asubgtantia objection to theideaof family planning servicesor employee
benefits. The current objective of donors and governmentsisto discontinue such free programs and to shift
the financia burden of providing these services to the private sector. Therefore, the experiencesof donor
programs that provide financid or other support for delivering FP/M CH services without seeking support
fromthe employer to sustain the program over thelonger term are not directly relevant and are not included
here.

Employer-based subprojects that are presented in this report are categorized by type of intervention,
asliged in Figure 1 and described in more detail below.

FIGURE 1. TYPES OF INTERVENTIONS TO STIMULATE EMPLOYER-BASED
SERVICES

Providing direct technical and financial subsidies to individual employers
Conducting business analyses to attract employer participation

Linking private providers and employers

Mainstreaming FP/MCH services into managed health care systems
Working through business and professional associations

OO OO OO

Providing Direct Technical and Financial Subsidies to Individual Employers

Thistype of intervention has involved both financid grant subsidies and a variety of technica support
subsidies to promote subproject start-up and to facilitate the establishment of sustained company-based
services. The companies have not been respongblefor repaying any portion of donor funding but have been
required to contribute to the start-up costs. In al cases, FPwasintegrated into related primary hedth and
MCH sarvices, which, in most cases, were aready operating.
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These interventions require initid donor seed money and technical assstance and training to initiate
employer-based services. Such initiatives may aso belabor-intensive, depending on the company'sexigting
hedlth infrastructure, the skills and experience of company staff, and the company's attitude toward
providing benefitsand socid services. In generd, thistype of program hasardatively rapid impact on both
the accessibility of FP services and the number of users served by the private sector. Private sector funds
are used initidly for start-up costs. Depending on pre-intervention conditions and the nature of the
workforce, suchinterventions may improve the method mix and/or may transfer usersfrom public to private
providers. The absence of long-term follow-up data (see Section 3 and Appendix A) precludes making
a determination whether employers sustain these services after donor support is withdrawn or whether
these programs stimulate independent replication by other companies. If neither of these results can be
expected, thisintervention can be rdatively expensive and inefficient.

Examples of interventions thet involve technical or financid subsidies include the following.

Benguet Gold Operations (BGO), Baguio, Philippines; and Matling Industrial and Commercial
Corporation (MICC), Mindanao, Philippines
Both of these employerswere plantation-type companieswith large, captive populationsand atangible

prior commitment to providing arange of benefits and socia services. Both were profitable at subproject
sart-up but began to experience financid difficulties shortly thereafter. At BGO, Enterprise provided
support to revitdize an existing Responsible Parenthood Program, including a cost-benefit study, funding
for physica improvements and training, computers, and other technical assistance. MICC's existing
plantation hospital provided limited FP, MCH, and nutrition services to employee families and local
residents, but facilities and equipment were inadequate. The Enterprise intervention between 1987 and
1990 involved FP g&ff training, facility upgrades, and development of outreach services. Both companies
shared start-up costs.

Company-Based Programs in Zimbabwe
Beginning in 1987, Enterprise initialy provided technical and financid support to four Zimbabwean

employers, including three corporationsand the Commercia Farmers Union (CFU). A fourth corporation,
impressed with the program initiated at one of the other Stes, subsequently joined. All partners contributed
to start-up costs, and dl had on-site medicd facilities. Enterprise provided support smultaneoudy to the
Zimbabwe Nationd Family Planning Council (ZNFPC). Enterprise supported a cost-benefit study at two
companies. ZNFPC helped participating CFU employers recruit, train, and deploy community-based
digtributors. At the companies serving women, ZNFPC trained company nurses in clinical methods.
ZNFPC aso provided SOMARC commodities.

A 1996 PROHFIT assessment of Zimbabwe's private medica sector reveaed that more than 200
employers run on-dte clinics, many of which provide basic FP sarvices. PROFIT is currently formulating
adrategy to increase employer involvement.
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Mawana Sugar Works/ShriramIndustrial EnterprisesLimited (S EL), Western Uttar Pradesh (UP),
India

SIEL Ltd. ownsMawana Sugar Works (MSW), afactory employing 1,600 people and interacting with
40,000-45,000 farmerswho sd| sugar caneto thefactory. SIEL isseeking to start acomprehensive MCH
and/or reproductive hedth (RH) program and to contract with an experienced family planning NGO for
expertise designing and implementing the program. The NGO would survey needs, implement an IEC
program, train health workers, and establish a contraceptive supply system. PROFIT is funding a pre-
implementation basdline survey and will fund the three-year program upon gpprova of the project design.

Conducting Business Analyses to Attract Business Participation

TIPPS deve oped a comprehensive methodology for andyzing the prospective costs and benefits to
the employer of employer-based FP services. The methodology, well documented in TIPPS reports, uses
knowledge, attitudes,and practices (KAP) surveys and a cost-benefit model. It generates:

# the benefit-to-cost ratio, discounted to present vaue

# bresk-even andyss, showing when savings equa or exceed program costs
# payback period, when the company would recoup its investment
# internd rate of return, permitting the company to evauate the economic effect of a FP service

investment versus another investment
# acomparison of the cogts of FP or FPIMCH services with the company's overal medica codts.

The TIPPS gpproach also included professiona presentations to company management and a number of
employer disseminaion activities!

The businessanaysisintervention iscomplex and labor-intensive. The methodology has been vdidated.
However, because employersare motivated to initiate FP services by avariety of factors, it isnot clear that
this level of effort is judtified. Also, there are no long-term follow-up data to document how many
companies proceeded to establish FP services or, in the case of those that did, whether the programs
performed according to projections or whether they were sustained.

Examples of these gpproaches include the following.

1 There have been cost-benefit analyses included in other USAID-funded programs. However, these were not as clearly
designed to stimulate new programs, and there has been considerable question about the methodologies used.
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Milpo Mining Company, Peru

Milpo provides family-related benefits, including housing, to its 800 workers and 4,000 dependents.
The 1986 TIPPS andyss edtimated that a FP program could more than double the contraceptive
prevalence rate (CPR), which was generdly lower than the nationa average, increase the effectiveness of
the method mix, and significantly reduce the number of birthsin the long term. It dso projected apositive
cash flow in the fourth year, payback by year six, a net benefit-to-codt ratio of over 7:1 in the firg five
years, and an internd rate of return in excess of 50 percent. The analysis aso argued for an integrated
FP/MCH module, to alow Milpo to save on the cost of drugs to treat preventable diseases.

Electrolima Utility Company, Peru
This parastatd company provides an array of hedth and other socid benefits, varying with employee

classfication. The 1986 TIPPS andysis projected little changein the CPR, which was higher thanthearea
average, but a sgnificant improvement in method mix. The projected benefit-to-cost ratio ranged from
3.83:1 t0 4.19:1, depending on the share of voluntary serilization. The estimated internd rate of return
ranged from 127 to 140 percent. Positive cash flow was projected for year two and payback of start-up
costsin year three.

Linking Private Providers with Employers

There have been anumber of attempts to strengthen private providers, such as hospitals and NGOs,
so that they could market both the concept of employer-based services and the capacities of their
organizations to provide or assigt in providing these services on a contract or fee bass. These initiatives
have sought to promote greater responsibility by employers, increased private-private linkages, and
diminished NGO dependence on donors.

Interventions to link employers and providers have the potentia to supply employers with both
motivationand expertise rel ated to establishing and operating empl oyer-based FP services. They generdly
require technical assstance to providers for packaging and marketing their services. Depending on the
capacities and philosophica orientation of the provider, this technical assstance may be expendve and
labor-intensive. Experience with this type of intervention has been limited, but it does suggest a need for
caution in relying on NGOs to collaborate with employers in ventures other than the provison of smple
support services. As with the other interventions, there is little long-term data on whether provider-
employer relationships or employer-based services continue after donor support has ended.

Atma Jaya Hospital, Jakarta, Indonesia
IN 1986, this private hospita started providing FP servicesat 20 smal and medium-sized factories. The

program was fully subsidized by Family Planning International Assstance (FPIA). With TIPPS support,
in 1987, Atma Jayatested devel opment of a hospital-factory service program for which employerswould
pay. The activity involved initid cogt-benefit analyses at selected factories, assessment of hospita
capacities, determination of service ddivery codts (to facilitate pricing), design of four individudly priced
service modules, and marketing to employers.
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Federacion Mexicana de Asociaciones Privada de Salud y Desarrollo Communitario (FEMAP),
Mexico
FEMAP, in Juarez, is a nationd federation of 32 family planning NGOs. Enterprise helped FEMAP

develop its capacity to sell FP services to industry. There were two subprojects, one to establish FP
programsin 10 to 20 in-bond maquiladora companiesin Ciudad Juarez (1989-1990) and the second to
edtablish FP programsin nine Generd Electric (GE) factories in northern Mexico (1989-1990). Women
condtitute two-thirds of the maquiladora work force. GE was aready contributing to the nationd socid
security program. FEM AP repackaged itstraditiond FP servicesto be more attractive to GE. The package
included occupationd hedlth and safety, X-ray, ultrasound, family medicine, and family planning.

Philippine Center for Population and Development (PCPD)
Formerly the Population Center Foundation, PCPD has been working in theindustrial sector snce 1985

heping companies establish in-plant MCH/RH programs. In three waves, PCPD refined its service
package, recruitment strategies, and pricing schemes (although cost recovery has not been a mgor
objective). Thefirs wave involved 30 companies, the second 21 companies (with Enterprise contributing
to PCPD's support during this period), and the third 60 companies. PCPD's involvement with each
company spans about three years, with the company taking responsibility thereafter. PCPD currently
supportsinformation, education, and communication (IEC) activities, training in-plant teams, orienting labor
unions, conducting cost-benefit andyses, establishing referrd systems, conducting research and eva uation,
involving company personnd in planning and indtitutiondization, and facilitating area coordination among
companies, NGOs, and government. Third-wave companies are required to pay for IEC services.

Jakarta Industrial Estate Pulogadung (JIEP) and Yayasan Kusuma Buana (YKB)
JEP isagovernment-run industria estate with an underutilized on-site medicd cdlinic. An Enterprise-

United Nations Population Fund (UNFPA) study concluded that an HMO on the estate would be
finenadly viable. YKB, an NGO with experiencein developing private FP clinics, wasidentified to runthe
HMO on a contract basis. However, JEP was not interested in this venture, and 21993 PROFI T survey
revedaled that companieswere wary of joining HMOs. However, PROFIT supported amarket test of two
service packagesby YKB, inresponseto itsinterest in mobile preventive health services. Onewasabasic
package of FP and preventive hedth services, including individua and family counsdling. The other wasa
supplementa package including contraceptive products and services, chest X-rays, and vaccinations. Cost
recovery wasthe principa indicator of success. In addition to completing the tet, this subproject produced
promotiona materids and training manuas on FP methods and counsdling, trained clinic personnd, and
refurbished the on-gte clinic.

Mainstreaming Family Planning/Maternal and Child Health Services into Managed
Health Care Systems

This is the newest type of intervention, and activities range from smply assessing the feashility of
managed care arrangements to generating new packages and marketing strategies within existing managed
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care systems. One, in the Philippines, targets that nation's large, informa salf-employed sector, with some
marketing targeted toward associations of self-employed workers.

This“maingtreaming” Srategy isardatively high-risk intervention focused more on innovative managed
care programs (expanding coverage to new populations and including FP in service packages), though it
aso has the potentid to help achieve FP objectives in the very long term. With the exception of afew
nonprofit organizations, managed care organizationsare generaly consarvative, commercidly oriented, and
risk-averse. Therefore, donors must be prepared to provide financiad subsidies. In addition, these
organizations generaly require subgtantial technical assstancein such areas as designing and managing new
coverage, marketing to new populations, and establishing linkages with new providers. Thus, these kinds
of subprojects may be very labor-intensive in both the negotiation and the implementation stages.

Feasibility Study for Sankalp Kiran, India

Sankap Kiran is an NGO service provider. Between 1989 and 1991, an Enterprise subproject
assessed the feaghility of establishing an HMO to serve employees and dependents of 26 large and
medium-sized companiesin South Delhi. Findings showed that the venturewasfeasibleif companies could
be persuaded to switch from afee-for-serviceto aprepaid arrangement. Viability would depend on modest
premiums, large volume, and cost control. The need for Start-up capita was high, return on investment was
not atractive, and the minimum break-even point was estimated to be five years.

Commercial and Industrial Medical Aid Society (CIMAS), Zimbabwe
CIMAS is Zimbabwe's largest medica insurance company and is a nonprofit organization. The

objective of 21987 TIPPS analysswasto convince CIMASto add family planning to its benefits package.
Most women (64 percent) were obtaining methods from Zimbabwe National Family Planning Council
(ZNFPC). Theintroduction of CIMAS coverage was projected to shift usersto private providers. The cost
to CIMAS would be high, and the FP benefits low. TIPPS then persuaded ZNFPC to provide services
exdusvey to CIMAS beneficiaries at twice or three times the price charged to regular ZNFPC clients.
CIMAS later dlowed its enrollees to receive services from private providers but placed a cap on the
amount reimbursed.

Adding Family Planning to Health Insurance Coverage in Jamaica
PROFIT explored two opportunities with insurers in Jamaica. With Blue Cross of Jamaica (BCJ), a

nonprofit divison of Group Hospitdization and Medica Services, Inc. (GHMS), of Washington, DC, the

objective was to expand hedlth coverage to include family planning. This would require upgrading BCJs
clams-processing and management information system (MIS). Under a joint venture, PROFIT was to

supply computer hardware, assst in market research and FP product development, and establish a
coinsurance or reinsurance fund as a source of ongoing funding. GHM Sl wasto be used for software and

training senior management. GHMS ultimately was unable to meet its commitmen.
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The second initiative was to focus on including family planning in the coverage provided by BCJ and
four other for-profit insurance providers that offer life insurance as well.? This was to target large
employers, with the objective of adding family planning to prepaid coverage. The Jamaican Family Planning
Associationwould be the service provider. PROFI T's contribution wasto offset the cost to the companies
of increased claims generated by the new coverage through establishment of a coinsurance/reinsurance
fund. However, an analyss showed that the cost savings that would result from the decrease in medica
clamswould not cover the cogts of implementation.

UNIMED Maceio, Brazl
Among the world's largest HMOs, UNIMED is a cooperative of Brazilian physicians which directly

provides medica assistance, diagnostic services, and hospital care. Thereare 196 local cooperatives, each
of which isa separate legdl and financid entity. Through ajoint venture, PROFIT and UNIMED/Maceio,
one of these cooperatives, negotiated to purchase, renovate, and run an existing hospital.> UNIMED had
a 51 percent interest, and PROFIT provided $1.1 million in investment and technical assstance. Basic to
this co-investment was UNIMED's agreement to establish an FPMCH clinic at the hospital and to include
family planning in the covered services. The subproject aso included marketing HMO sarvices to
employerswhose employeeswere not enrolled in the UNIMED HMO and werelesslikely to have access
to hedlth care or FP sarvices. This agreement has not worked out particularly well. The clinic opened in
August 1995, but utilization has been low and has focused more on pediatric rather than FP services. A
local accounting firm is now doing a pre-buyout analysis for PROFIT's divestment.

PhilamCare Health Systems, Inc., Philippines
PhilamCare is the leeding Philippine HMO. In 1992, PhilamCare had 20 percent of the national HMO

market and served 100,000 plan members, mostly group enrollees in three plans that targeted the formad
sector. A 1991 study examined the feasibility of expanding managed care to the informa sector, which is
not covered by nationa hedth insurance. The study was not particularly encouraging but suggested atest
of the market. A follow-up feasibility study showed potentia for such aprogram, and in 1994 PhilamCare
began offering alow-cost hedth care option caled HedthSaver to low-income Filipinos. Providersare paid
on acapitation basis, and each enrolleeislimited to adesignated facility. Family planning isincluded in the
package, but this objective is secondary to that of testing the low-cost capitation modd. PROFIT is
providing technica assstance and a no-interest |oan to PhilamCare to cover initial losses.

2 PROFIT determined that, after the BCJ initiative failed, there were no further opportunities in Jamaica to work with life

insurance companies.
% PROFIT originally had approached a for-profit Brazilian HMO that ran its own hospitals and which had expressed inter
in a joint venture to set up a family planning facility in Sao Paulo. However, PROFIT did not pursue this opportunity as US
preferred that PROFIT focus its efforts in northeastern Brazil.
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African Air Rescue (AAR) Health Services, Kenya
AAR Hedth Sarvices is a high-qudity, well-organized insurance company offering prepaid coverage

for health services primarily to high-end employersand individuas. AAR isthe only hedthinsurer in Kenya
that operates its own outpatient facilities in Nairobi and Mombasa, though these facilities did not provide
FP services. PROFIT explored two ventureswith AAR. Thefirg wasto involve AAR marketing primary
hedlth services to Sulmac, alarge employer in the Lake Naivasha region. Sulmac offers excellent hedth
benefits to its employees and was being asked by the government to serve others in the region. Sulmac's
clinic-rel ated costswererising, and the company was considering hiring another entity to managethedlinic.
A PROFIT loan would facilitate AAR's investment, and PROFI T would provide technica assistance.

In the second venture, PROFIT is making a six-year loan to AAR at dightly below commercid rates,
enabling AAR to establish a primary care clinic in the Nairobi industrid area, dong with three outreach
dinicsin resdentid areas, and to sell a prepaid service package to area companies that includes family
planning. PROHT isdso providing technical assstancefor FPtraining. The PROFIT agreement requires
AAR to provide FP at these facilities.

Working through Umbrella Business and Professional Associations

Some initiatives work through business and professonad associations in an attempt to capitalize on
economies of scaein costs and to facilitate collaboration with employers, as well asto reach employers
to try to engage them in in-plant service ddivery.

Thistype of intervention requires considerable support from the donor to the partner association. This
support takes the form of technical assistance and, often, start-up funding. While this type of program is
attractive to many professona and business associaions, it may require skills that do not exist within the
organization and may involve a commitment to add new objectives to the association's portfolio. While
these organizations may be excdlent vehicles for information dissemination, it is less clear that they can
and/or will actudly stimulate the establishment of employer-based FP services among their members.

Personnel Management Association of the Philippines (PMAP), Cebu Chapter
From 1988 to 1991, Enterprise supported PMAP in persuading 30 member Cebu companies to

introducein-plant FP services. Thissubproject aso involved anumber of other entitiesand subsidies. Once
companies agreed, the Cebu Chapter of the Family Planning Association of the Philippines (FPOP) trained
dinic gaff, delivered motivationd lectures, and provided supplies to in-plant distributors who then sold
them, keegping a commission on sdes and returning any unsold supplies to FPOP. The Population Center
Foundation (PCF),* under contract to PMAP, developed and produced |EC materials and conducted
specid training for PMAP and the Department of Labor and Employment (DOLE). An areauniversty was
dated to conduct basdline studies and evauation, but PMAP eventually assumed respongility for this,

“now the Philippine Center for Population and Development (PCPD)
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Indian Chamber of Commerce (ICC), Calcutta
Supported by Enterprise between 1988 and 1991, ICC identified companies to receive assstance in

establishing employer-based FP programs. Sankalp Kiran was dated to provide technical assistance. ICC
had little or no continuing involvement. No in-plant motivators were trained, and al services, including
temporary methods digtribution, were provided off-gte. Limited IEC materias were available, and
management involvement was minimd.

All Indian Organization of Employers (AIOE)
This Enterprise subproject worked through AIOE headquartersin New Delhi between 1988 and 1991

to stimulate program implementation in underserved aress by three loca employer federations. The god
was to establish in-plant FP programs in up to 60 industries and in the informa sector. The target was
30,000 workers in each area. The motivators distributed pills and condoms to coworkers and in the
community. Subproject officers and motivators referred usersto public and private areafacilitiesfor other
methods and for counsding.

Confederation of Indian Industry (CIlI)
In response to USAID's interest in disseminating information on employer-based FP as well as to

corporate inquiries directed to Cll, PROFIT supported the development of a users manual showing
companies how to become involved in FP programs. This manua will be launched in 1996.






3. LESSONS LEARNED

The U.S. Agency for International Development has more than 10 years of experience in working
directly with employers, ng employers through umbrella professond organizations, and simulating
linkages between employers and service providersto establish FP servicesin the workplace. The number
of initiativesisgill asmdl proportion of dl USAID FP efforts, and the objectives have varied condderably
from subproject to subproject, and have included increasing contraceptive prevaence, transferring users
from the public sector, leveraging funds, introducing FP services into insurance coverage and/or other
service ddivery programs. Because of the variety of objectives, these projects have yielded a variety of
results. For example, theinitiatives may have documented CY P, others cost per user, number of users (new
and/or transferred), the corporate contribution, and/or the number of companies benefiting from donor-
subsidized NGO sarvices. This variability—while gppropriate to experimenta programs—nevertheess
precludes comparing oneinitiative against another usng acommon standard. Also, evenfor those activities
that have generated data about whether they met their objectives (which themsalves are usudly somewhat
process-oriented), there is no long-term follow-up data available to show whether the initiatives were
sustained and, if so, what overdl effect they had on birth rates.

Experience with insurance companies and other managed care arrangementsisfar lessbroad and much
more recent—many of these initiatives are gtill under design or in process. Thus, there are little data on
which to assess even the short-term, process-oriented outcomes of these initiatives.

Despite the absence of definitive answers to questions about what works and what doesn't, past
experience hasyielded considerable information about the circumstancesin which these programs operate
aswell as key principles of design, implementation, and evaduation. This section highlights what has been
learned to date and, where appropriate, suggests implications for future initiatives to establish employer-
based reproductive health services. Section 4 ("Future Directions') incorporates findings from this section
to suggest future directions.

About Employers
Experience to date with employer-based programs provides vauable guidance about the orientation

and needs of employers and about the relative potentia of various types of employers to be suitable
partners for initiatives to launch or expand company-based services. Figure 2 summarizes these lessons.

13
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FIGURE 2: ABOUT EMPLOYERS

Each company is different.

Employers' and donors' interests must meet on common ground.

Employers have a multitude of priorities, interests, and options for investment.
A stable economic environment and the commitment of top and middle management commitment are
essential.
5. Employers with a prior commitment to advance their employees' welfare and to provide hgalth
services are the best prospects.

AW E

1. Each company is different.
The motivation to establish or decline to establish FP and RH services vary from one company to

another. For example, inthe case of the PCPD program (Philippines), aprimary motivation wasto improve
labor-management reations. On the other hand, a fear of negative labor relations, dong with economic
factors, dissuaded Sulmac (Kenya) from adding family planning to the primary health services provided.
Meanwhile, Milpo Mining (Peru) was clearly influenced by the potentid savings and the return on
investment. Others, benefiting from the same analysis and smilar predictions, failed to act. Electrolima
(Peru), for example, isamonaopoly operation that may find Smply rasngitsraieseaser than offering anew
benefit program. Other mativations may include improving the company'simage with government, aswas
the case for farmersin Zimbabwe before the land reform policy. The management of BGO (Philippines)
had long been a strong supporter of family planning and a strong believer in corporate responsbility. This
was not true of other Philippine companies, despitealaw that requiresthe provison of in-plant FP services
a larger facilities, and both PCPD and PMAP have had difficulty recruiting companies.

In trying to persuade employersto participate, it is essentia to recognize the unique character of each
organization and to market both the idea and an implementation Strategy accordingly. The variability of
moativations suggests that expengve intervention “models’ may not be justified. The prospect of taking a
blueprint or cookbook approach isvery éttractive because it would be avery efficient way to increasethe
number of employer-based programs. However, such an gpproach is not feasble, asde from providing
some very broad guiddines. It is more important to get a sense of each company's concerns, assets, and
interests and to devise an intervention to specifically respond to these thanit is to promote the benefits of
amodd that requires companies to reformulate their objectives.

Economic consderations are not aways the overriding motivation for employers to provide family
planning. This raises questions about the value of cosily, time-consuming, datar-rich, and labor-intensve
surveys and anayses which consume donors resources as well as employers time. A less complex, less
precise anaysis that incorporates the employer's specific Stuation may be sufficient to make the case for
the employer. Thiswasthe conclusion of TIPPS, which suggested asmpler processinitsfind report. Such
an approach may not reach thelevel of precison desired by researchers and donors. However, if the god
isto simulate employersto buy in, then it would seem that the objective should beto respond only to the
company's needs. Also, much of the corporate information required to conduct detailed analysesissmply
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not available or is consdered by the company too confidentia to divulge. Thus, TIPPS often had to make
normative estimates, calling into question the accuracy of the projections.

2. Employers and donors' interests must share common ground.
Employer-based programs involve a sgnificant corporate invesment, whether or not a subsdy is

provided, which requires that the interests of the employer and the donor intersect. At a genera policy
levd, the employer'sinterest isquite limited and generaly unrelated to donors or governments concern for
expanding FP services or reducing public health expenditures. For example, the employer's interest is
generdly not grounded in adesireto increase contraceptive prevaence or reduce birth ratesnationdly. As
a result, the potential intersection of donors and employers interests is generdly very narrow. This
intersection usualy occurs when provison of services furthers the employer's interests (e.g., including
improving labor relaions, generating a desirable return on investment, positioning the company favorably
in the eyes of government, reducing the employer's socid security payment obligation, giving the company
a competitive advantage in hiring and/or retention) and meets a donor's objective for privatizing services
or refining Strategies for employer-based service ddivery.

Employers are generaly not interested in transferring users from public sector providers to private
providers, athough this may be one result of an employer-based program. Indeed, in many countries,
employers view FPIMCH services as atraditiona obligation of government. If employers decide to offer
such services, there is no reason for them to care whether the users are new or whether they aretransfers
from another private provider, unless the employer has been paying that provider. In the latter case, the
employer may beinterested in the relative cost and/or cost-benefit of becoming, in essence, an dternative
private provider. In caseswhere public services are not sufficiently available or accessible, employer-based
services will not transfer users but will generate new ones.

The advantages resulting from making the potentid areawhere employersand donorsinterestsintersect
as wide as possible suggest that USAID projects continue to have multiple objectives and to be flexible
in experimenting with drategies that work at different paces and toward different short-term ends. For
example, the PhilamCare subproject (Philippines) is an experiment in hedth care financing, but it has
involved a private insurance company in a new effort that may offer guidance to future FP work in the
insurance sector.

4 PCPD has successfully used simple brochures documenting individual companies' experiences in its corporate
recruitment efforts. There are no hard data on which to compare the effectiveness of this strategy with that of a business
analysis in motivating companies to establish services. However, this does suggest that, in selected cases, an example «
benefits gained elsewhere may be a sufficient basis for a company's decision.
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3. Employers have a multitude of priorities, interests, and options for investment.

USAID-supported programs geared to increase employer participation generdly focus only on the
pluses and minuses of employer responghility for provison of FPPMCH services, directly or indirectly. This
isunderstandabl e because funding isgenerally earmarked for these servicesaone. However, theemployers
themsdveshave avery different orientation. In considering whether to provide these kinds of benefits, they
weigh the advantages and disadvantagesin comparison with other optionsthey may have to reduce costs,
increase profits, maintain a recruiting advantage, lower abosenteeism and the use of sck leave, generating
goodwill among their workforce, and achieve corporate objectivesin genera. Thisiswhy not al companies
elect to provide such services, even when they are shown clear financid and other advantages of doing so.
For example, an employer concerned with increasing productivity and reducing costs may invest in
automating a plant operation, training workers, providing another kind of benefit more in demand, or
refinancing. In addition, corporate providers of FP/MCH services, both employers and insurers, take a
much longer-range view than their donor-supported partners: they are interested in the potentia effect and
benefit over 10, 20, or more years; the end-of-project results are not a priority concern.

Andyses of the internd rates of return on investment alow companiesto weigh the reative benefits of
proving hedth services againgt other options for investing money, time, or efforts. The projects supported
generdly have found no way to determine why an employer opts not to take advantage of what seemsto
be aviable corporate opportunity—arationae that employersare unlikely to share with outsiders,® leaving
subprojects like PROFT unable to gpply potentidly important lessons from these experiences.

Thereislittle that USAID can do to compete directly with the other investment options available to
companies. However, implementing agencies may be able to gain a degper understanding of a candidate
company's business stuation and to develop a more individualized sales pitch. This could enhance the
credibility of the subproject saes team and broaden the dialogue with the employer. However, thisis a
[abor-intengve activity that may reduce efficiency.

4. A stable economic environment and the commitment of top and middle management are
essential.
Time and again, reviews of and reports on donor-supported efforts have identified two key factorsthat

facilitate the implementation of company-based FP/MCH programs. a stable economic environment and
the commitment of top and middle management. These factors affect decisons about everything in the
corporateenvironment—iplant expans on, new products, automeation, investment, borrowing, andemployee
bendfit programs. In an ungtable and/or highly inflationary economic environment, companies find it
impossible to predict the outcome of along-term investment and are generaly risk-averse. Companiesin
mos parts of the world are dill highly autocratic, with power and information closely held at the top. Top
managers make the decisons, and middle managers carry them out.

The need for a stable economic environment and a committed management may at times conflict with
the development perspective that motivates donors and implementing agencies. First, many developing

® Electrolima is an exception, apparently sharing its rationale freely with TIPPS.
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countries offer the antithes's of a stable economic environment, and these countries are often high priorities
for donorsfor precisely that reason. Second, public sector donors and many of their implementing agents
have little familiarity with how the corporate sector thinks and behaves. The participatory process that
works so well a the community leve finds no home in most corporations.

Given the exigencies of USAID's mandate, it isimpossible to predict or guarantee economic sability.
However, employer-based programming could be restricted to more stable countries if the primary
objectives are long-term. Also, USAID could continue to expand its resources to include implementing
agencies that are more knowledgeable about the corporate world.

5. Employerswith a prior commitment to advance their employees welfare and to provide health
services are the best prospects.
This is common sense. Plantation-type employers (such as mines, tea estates, farms, and isolated

agricultural production and refining operations) have a captive audience and tend to be relatively
paternaistic. Company owners and/or senior managers live in the community and have daily relaionships
with their workers. For their own benefit as well as that of their employees, they often provide housing,
education, recregtiona, hedth, and other services to their workers and sometimes to others in the
surrounding community. Inmany cases, the employer isso remote that there are no public services. Often,
FP/MCH sarvices can be integrated at minima cogt into existing services, for example, & company
hospitals and clinics.

While it may be harder in rurd areas than in urban settingsto provide thetechnical support requiredto
edtablish high-qudity services, employersin rurd areas are more likely to incorporate new servicesif (for
whatever reason) management chooses to do so. Urban employers are likely to provide fewer social
services and to have a far less persond reationship with their workforce. However, those that aready
provide hedlth bendfits, @ther through in-plant facilities, company medical benefits packages, or insurance,
are generaly more receptive to providing FPIMCH services if management sees a benefit in doing so.
These companies dready embrace the concept that they have some responsibility for their employees (and
sometimes dependents) hedlth. Moreover, like the plantation-type employers, they dready are spending
money on benefits, and therefore there is the potentia to achieve some savings over establishing a new
program. The only chalenge is to persuade these companies that additiona services should be added to
the hedlth program. This may be a significant obstacle when the employer consders FPPMCH servicesto
be a public responsbility, as many do.

In working with these types of companies, USAID may be able meet only a selected number of it
objectives. For example, projects may or may not increase contraceptive prevalence, transfer users,
leverage sgnificant funds (because cogts are often merdly incrementa), and/or be cost-effective from the

public sector perspective.
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About Health Insurance Providers and Managed Care Arrangements

Although experience is rdatively limited, it does suggest the sgnificant chalenges associated with
working in this area. Figure 3 outlines the two main congraints on expanding the provison of FPPMCH
services by hedlth insurers and under managed care systems, which are explained in more detail below.

FIGURE 3: ABOUT HEALTH INSURANCE PROVIDERS AND
MANAGED CARE ARRANGEMENTS

1. Insurance companies are generally conservative, risk-averse, and not primarily socially mqtivated,
resulting in an extremely narrow intersection of shared interests with donors and few oppdrtunities for
collaboration.

2. The concept of including FP/MCH services within managed care is hard to sell to health ifgsurance
and managed care companies. T

1. Insurance companies are generally conservative, risk-averse, and not primarily socially
motivated, resulting in an extremely narrow inter section of shared interestswith donorsand few
opportunities for collaboration.

While nonprofit insurers such as CIMAS (Zimbabwe) have socia aswell as business objectives, most

insurance providers have purely commercia interests. They have calculated and understand the risks
associated with their existing hedth coverage, and they are wary of adding new kinds of coverage. Unlike
employers that have amore or less direct relaionship with and (sometimes) fed socidly obligated to their
employees, most insurance providers are one step removed from their policyholders. Even those that run
ther own servicefacilitieshave afar wesker link to their clientele than most employers. Furthermore, many
exiging insurance plansexcudefamily planning. Expanding exigting plansto include FP services could easly
reduce the companies earnings. The result isthat most insurance providers require some form of subsidy
evento experiment with expanding coverage to reach new market ssgmentsand or toinclude new services,
such as family planning, in the mix of other, more profitable reproductive hedth services.

2. The concept of including FP/MCH services within managed care is hard to sell to health
insurance and managed care companies.
In the countries where USAID works, private providers generdly face huge competition from free

public sector hedlth service providers, serve higher-income groups, and chalenge the introduction of
managed care. In addition, there is often atradition of public responghbility for basic hedth care and large
concentrations of poor peoplein these countries. Thereislittle on-the-ground experience with the economic
conseguences of including FPMCH in generd hedlth plans, and it ishard to convince private providersthat
such amove would not have a negetive effect on their balance sheets. There are dso traditions of medical
practice that generate cond derabl e res stance to managed care, asin the United States. Further, given the
unpredictable nature of the market, it is hard to prove, even on paper, that such a concept is viable. One
exampleis the Sankdp Kiran study which showed that a huge investment would be required and thet the
returns were questionable.
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This does not mean that USAID should not continue to experiment with this concept. The PhilamCare
program has aready reveded the potentia, while demongtrating the need to carefully select provider
partners and to reorient the sdes force. If the HedthSaver plan works for PhilamCare, the participating
hospitds, and the enrollees, it may provide some positive direction for future initictives. The same is true
for the AAR program in Kenya

The prospect for NGO-run HMOs is less promising. Even if feashility study findings were pogtive
(whichwas not the casein Indiawith Sankap Kiran), it is questionable whether NGOs could operate such
a venture successfully in the long run—this is true even for the best run NGOs that are becoming less
donor-dependent. While they might be able to deliver services and perhaps even contain codts, there is
some question as to whether they could successfully market to and negotiate with area corporations to
generate a big enough client base to be profitable and then whether they could keep their clients.

Because experience is s0 limited, this is an area where USAID experimentation could make a mgjor
contribution. These are high-risk ventures, and littleisknown about the long-term outcomes. It seemsclear
that profitability isan overriding motivation and that severa factorswork againg success, including conflicts
with the interests of provider members (as in UNIMED), the tendency of employers to prefer generd
medica and other health packages over family planning (asin AtmaJayaand JEP), or lower commissons
for sdlesagents (asin PhilamCare). Clearly, towork in thisarena, USAID can expect to provideasubsidy,
or, a aminimum, to guarantee losses. USAID can aso expect to face long developmentd periods, to
achieve only anarrow set of objectives at best, and to experience anumber of failures.

About Linking Providers and Employers

Thistype of intervention generates high interest because of the appedling possibility of establishing sdif-
sufficient networks of private entities and thereby contributing to the privatization of FP services. Thereis
aclear need for these independent networks, and those participating in them are refining some model sthat
are potentidly replicable.

FIGURE 4: ABOUT LINKING PROVIDERS AND EMPLOYERS

1. Most employers need technical assistance to establish and maintain FP/MCH programs.
2. An outside source can broker arrangements between providers and employers.
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1. Most employers need specialized technical assistance to establish and maintain FP/MCH
programs.
Thisistrue even where company hedth clinicsand services exist. Forma linkages between employers,

and NGOsand hospitals can meet thisneed. Typica areasrequiring technical support areorganizing clinics,
other aspects of Sarting up afacility or anew service, IEC, saff training, medica supervison, commodity
supply systems, record keeping and/or assessment, and establishing referral networks. All of the companies
mentioned in Section 2 benefitted from some technica support, which was ether directly funded by an
USAID subproject or purchased (in full or in part) from an NGO or private hospitd. Wherethe NGO is
qudified and can package its services in away that is attractive to the employer, thistype of arrangement
has worked well, sometimes meeting USAID's objectives for lessening donor dependency among NGOs
as wdl as for increasing financia participation by the corporate sector. What is less clear is whether the
total cost to donors, including any subsidies paid to the NGO, is greater or less than what would be
involved in providing adirect subsdy to the company for the same purpose. Thelong-term vighility of these
arrangements dso is uncertain. In any event, these linkages are often necessary; they can work well under
the right conditions and with the right partners; and they can help involve many segments of the private
sector in FP/MCH services.

2. An outside source can broker arrangements between providers and employers.
Intendve brokering assstance by PROFIT-like projects facilitates employer-provider relations.

Employersare generaly far removed from NGOs and for-profit ingtitutionsthat provide FPIMCH services.
This is true even in companies that have exiding benefit arrangements with outsde providers. Smilarly,
NGOs and for-profit hedth care providers rarely have experiencein deding with industry. Ther services
may not be attractively packaged or responsive to employers needs. Also, these organizations may beless
thanexpert at or res stant to costing and pricing their services. Thisstuation —which iscomplicated by the
different orientations of providersand employers—makes outsde brokering particularly valuable. Thisalso
has the potentid to be alow-cogt intervention because it involves no direct funding to elther party from the
donor and therefore may help promote more sustainable arrangements.

Many USAID-supported subprojects have served this brokering role. Even a Milpo Mining, which
received no program subsidy, TIPPS asssted inidentifying and facilitating agreements with thetwo service
NGOs. Brokering, as distinguished from direct support to strengthen NGO capacities, may be a cos-
effective and vauable USAID contribution.

About Working through Umbrella Business or Professional Organizations

Thisgrategy has obviousapped becauseit ispotentidly smple, efficient, and economica. More experi-
mentation is needed to determine whether this potentia can be realized, but Figure 5 shows one issue that
isdready clear.
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FIGURE 5: ABOUT WORKING THROUGH UMBRELLA BUSINESS
OR PROFESSIONAL ORGANIZATIONS

1. A committed and effective partner is critical to success.

1. A committed and effective partner iscritical to success.
Working through umbrella business and professiona organizations has excellent potentia for achieving

economies of scaein costs and increasing access to FP services, provided the partner is committed and
effective. Experience with umbrella business and professond organizations is mixed. Where objectives
included strengthening the umbrella organization aswell as stimulating employer-based services, asin AIOE
(India), results were disgppointing. In the case of PMAP (Philippines), which focused only on program
development, results were more encouraging, athough PMAP had difficulty recruiting the target number
of companies (perhaps because the personnd managers who are PMAP's members may not have enough
clout with top management).

While these two cases are insufficient to support generdizations, it ssemslogica for USAID to work
through organizations thet are dreedy sufficiently strong, have power and prestige among their employer
members, are not encumbered by multiple bureaucratic components such as regiond federations or
affiliates, and do not have to creste an expensgive infrastructure to administer the program. The results of
work with ClI (Indiad) bear watching and may shed more light on successful ventures with umbrela
organizations.

About Future Program Design

USAID has funded a number of initiatives designed to increase employer participation in and
responghility for providing FP/M CH sarvicesin theworkplace. The contractorsand granteesimplementing
theseinitiativesin turn have designed individua activities or subprojectstargeted to Specific companiesand
agencies. This section assesses this experience for guidance in broad program design in the future.

FIGURE 6: ABOUT FUTURE PROGRAM DESIGN

1. Integration of family planning with existing MCH and other services helps sell family planning.
2. Programs are still experimental and need flexibility. Each works toward its own unique objectives.
3. Expectations should be realistic.
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1. Integration of family planning with existing MCH and other services helps sell family planning.
All of theindividua employer initiatives described in Section 2 involved adding or enhancing FP services

to exigting hedth programs. Although USAID funding was directed to the FP component only, from the
employers perspective, these were integrated health services. The same is true for Atma Jaya Hospital
(Indonesia), FEMAP (Mexico), the JEP/Y KB program (Indonesia), and theinsurance and managed care
initiatives. This reflects not only the inherent rel ationship between family planning and other hedth services
but dso the relative ease with which these services can be absorbed under a genera hedth umbréla In
other private sector initiativesthat involve establishing independent FP serviceswithin the marketplace, the
risk that FP services are unprofitable (especialy without sterilization, 1UD, and abortion services) hasbeen
a deterrent. In the employer-based setting, cost seems less important than the ease of implementation.
Experience suggeststhat the focus should continue on employers and insurerswhere the opportunity exists
for integration.

2. Programs are still experimental and need flexibility. Each works toward its own unique
objectives.
Multiple donor objectivesfacilitate flexibility and experimentation. At the sametime, multiple objectives

can scatter resources and makes concrete results hard to define and measure. In various combinations for
vaious projects, USAID's objectives in stimulating employer-based programs have included creating
sudanadle (eg., non-donor-funded) service ddivery operations (either in-plant or under contract),
leveraging private sector funds for FPMCH sarvices, increasing the volume of services provided by the
private sector, transferring users from public to private service providers, increasing contraceptive
prevalence, and providing cost-effective services (as defined in terms of the public sector cost per acceptor
or CYP). No sngle activity islikely to accomplish dl of these objectives. For example, the objective of
increasing contraceptive prevaence may conflict, a the operationa level, with the objective of transferring
users from public to private sources if a candidate company's employees are dready largely users. A
minmad employer investment may create a company-based program that increases contraceptive
prevaence or trandfers users from the public sector, but may not result in significant funding leveraged.

Using multiple objectives and dlowing the sdection of unique combinations for each subproject sets
reasonable boundaries while smultaneoudy encouraging flexibility and experimentation. Given that most
initigtivesare a or near thefirst-generation level and do not yet involve tested models, there must be some
freedom to test the waters further. However, in continuing this approach, USAID needs to recognize that
truly scientific comparison will be impossible. There will be no single sandard againgt which to measure
results, and data—if they are truly meaningful and related to individua subproject activities—will vary
across subprojects (see "About Evauation” below).
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3. Expectations should be realistic.

Expectations should be more redlistic about what can be achieved during the typical three- to five-year
project period. In many respects, three to five years is an adequate period for initia experimentation.
However, because activities rarely start on day one and many are initiated only after severd years, three
to fiveyearsisnot long enough to seethefull fruitsof dl initiatives. Moreover, some activities develop much
more dowly than others, particularly those that invol ve reorienting insurance companies or introducing new
coverage or managed care schemes. Even for smpler activities, such as initiaing services in a single
company, thetypicd timeframe may not dlow for afull test of theindividua program and certainly not for
atest of sugtainability or replicability. Findly, project gods often involve reducing fertility or increasing
contraceptive prevaence; given their size, these kinds of subprojects are unlikely to affect these measures
and certainly not by the project's end.

About Program Implementation

Making judgments about the relative efficacy of various strategies and modds would be premature,
Littleis known about the long-term status or viability of the employer-based portfolio, and the diversity of
such efforts precludes comparisons. Nevertheess, there are certain implementation trends that are
becoming clearer.

FIGURE 7. ABOUT PROGRAM IMPLEMENTATION

1. An opportunistic, ad hoc approach may be as good as or better than a rigid, framework-bgsed
approach in choosing partners.
2. All participants in employer-based programs need to resist the temptation of being overly joptimistic
about project goals and outcomes.
3. Employers need technical assistance; it is not clear that financial subsidies make a long-ferm
difference.
4. Commercial insurers and conservative managed care organizations usually require a finangcial
subsidy as well as technical assistance to minimize their risks.
5. Simplified data requirements and better management systems are needed to more effectiyely collect
and use project data.

1. An opportunistic, ad hoc approach may be as good as or better than a rigid, framewor k-based
approach in choosing partners.
Mogt projects have established a framework of criteria governing the sdlection of partners. Typicdly

these criteria include company sze, type of industry, financid datus, potentia to influence others,
geographicd location, benefits policy, workforce age and gender digtribution, contraceptive prevaence
among workers and/or the surrounding community, and willingness to bear or share costs, among others.
Though time-consuming, these frameworks are fundamentaly valid tools for managing the selection
process.
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However, it israre that such an approach is fully implemented. An opportunistic gpproach may work
equaly wel, if not better. If adonor, an implementing agency, or anyone e seinvolved can suggest alikely
partner based on prior knowledge, it may be far better to take advantage of the opportunity, even if this
partner does not meet dl the formd criteria. This has certainly been the practice, if not the palicy, in the
past. Given the obvious chalenges in recruiting partners, the merits of seizing such opportunities versus
adhering to standard criteria need to be carefully considered.

Infact, USAID often influences partner selection, particularly when it aready has a reationship with
and investment in a potential partner. This was certainly true with respect to PCPD and many of the
venturesin which YKB has been involved. USAID may dso focusits effortsin slected parts of acountry
that rule out certain partners, as was the case with the private HMO in Brazil. These locad USAID
preferences may or may not conflict with the project's independent criteria, but they will dways strongly
influence partner sdlection and hence the project outcomes.

To the extent that aframework for partner selection can facilitate good decisions, itisuseful. However,
thiskind of programming will continue to be influenced by other dynamics, including loca networks and
relationships among employers and associationsand USAID policiesand practices. The chdlengeisto use
whatever processis feasible and helps make appropriate choices.

2. All participants in employer-based programs need to resist the temptation of being overly
optimistic about project goals and outcomes.
It istempting to think that ardatively smdl, short-term infusion of funding and technical assstance can

quickly generatelarge changes, but more realistic expectations might hep USAID, implementing agencies,
and other partners focus on the factors and Strategies that promote more reasonable outcomes.

The record isrepletewith examplesof programsthat takefar longer than planned to get up and running,
fdl behind in reaching targets, cost more than initid estimates, need additiond inputs, or are beyond the
capacity of the partner. For example, the absence of certain dataand the complexity of carrying out surveys
turned the TIPPS anadysisinto aundertaking that took far longer than anticipated. Both PMAP and PCPD
overestimated the ease with which they could recruit participating companies. In many of the linkage
initiatives, there was an unexpected need for assistance in brokering rel ationships between companies and
sarvice providers. Agencies like AIOE smply lacked the management infrastructure to carry out the
program. In addition, potentia market size, ease of accessto potentia markets, and the potentia returns
have been overestimated in numerous subprojects.

This over-optimism may be a result of the implementing agency's desire to convince USAID of the
worthiness of its investment or to meet contract requirements. In other cases, over-optimism has been a
conseguence of design or implementation flaws or unanticipated events or conditions beyond anyone's
control. In any event, there is a need to be more redigtic in both evauating opportunities and planning
implementation.
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3. Employers need technical assistance; it is not clear that financial subsidies make a long-term
difference.
As described in the section on "Linking Providers and Employers” employers amost dways need

technicd assstance, including training, in order to edtablish in-plant services. In single-company
subprojects, USAID has supported such assstance. Thiswastrue even a Milpo Mining, which would not
(and could not) have carried out the business andysison its own and needed help to forgerelationshipswith
loca NGOs. In some umbrdla subprojects, asin various PCPD cycles and the PMAP program, USAID
funded NGO technical assstance, at least initidly. Without technicd assstance, even the most willing
compary may not develop quality services. Since this is a mgor USAID concern, it is reasonable to
continue to provide technica assistance through a variety of avenues.

Experience to date does not provide conclusive evident that financid grants or subsidies make a
difference in the long run. Surely more companies will agree to become partners if they have a financid
incentive, evenif they arerequired to maketheir own contribution aswell. However, it isnot clear that such
a subsidy does much more than aid in the start-up of an in-plant service. Further, companies are not
accustomed to direct donor subsidies, they are accustomed to more businesslike deals such asthe PROFIT
arrangements that involve little or no subsidy funding and significant joint venture or other financid
commitmentson the part of the company. Thismay well explain the rdatively dow pace of partnering under
that project. Until moretime has €l gpsed and USAID can determine whether the subsidized programsredly
continue and/or stimulate replication, there is no way to judge the effectiveness of financid subsdies.

Grant-type financid subgdies that require an employer contribution have been cdled “risk sharing.”
While such terminology may be technicaly correct, it obscures the fact that the risks of the various parties
are not comparable. The company isrisking its own money up front and aso presumably committing to
provide long-term financid support to this activity over the wide variety of other possible activities. Inthe
case of USAID, themoney may be earmarked for FP, but thereisno long-term risk or commitment outside
the risk that the use of public money will not result in the desired outcome. For an implementing agency,
the program may involve risking itsreputation and competitive position. It isimportant for USAID to gauge
the overal effectiveness of such subsidies againg the risks involved when sufficient data are available.

4. Commercial insurers and conservative managed care organizations usually requireafinancial
subsidy as well astechnical assistance to minimize their risk.
I nsurance companies need technica assistancetoinitiate new plans, provide new coverage, target new

market segments, or directly provide new FPIMCH services. Assstance may involve plan design and
marketing; access to and linkage with new service points, facility improvements, staff training in
management, saes, or service delivery; management; management information sysems; and more. Insurers
may be persuaded to share these cogts, but it is unlikely that USAID can avoid paying atogether.

Given that commercid insurers are basically conservative and risk-averse, donors may be required to
cover any initid losses or provide other risk-protection arrangements, as is the case with AAR and
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PhilamCare. Thus, afinancid subsidy islikely to berequired.® Theimperativeisto carefully and accurately
assess the potential lossand, where possible, persuade theinsurer torisk at least some portion of that loss.

5. Smplified data requirements and better management systems are needed to more effectively
collect and use project data.
USAID funding carries sgnificant data-collection and reporting requirements. Some of the data may

have at best only atangentia relationship to the specific subproject's objectives and may instead reflect
USAID's understandable desirefor an information framework that unites diverse activities (see the section
"About Evaduation” below). These requirements, even when directly tied to subproject objectives, are by
and large burdensome for employers, partners, and NGOs. Moreover, they requireingtaling systemsand
procedures to generate information USAID considers critical but which the collector may consider
irrdevant and useless. For example, an employer isunlikely to be concerned about whether the user isnew
or continuing unlessincreasing contraceptive preva ence within the company populationisaclear objective.
As another example, a managed care organization initiating FPMCH coverage for the firgt time may be
interested in the number of users as ameasure of cost, but may have no interest in CY P or the users prior
FP sources. Conversely, USAID may have no interest in the insurer's profits/losses from related services
unless the subproject involves aloan repayment arrangement, whereas profitability is the partner's mgjor
concern. Further, USAID's legitimate interest in public cost per user or CYPis of no concern to private
sector partners. Indeed, many are not even concerned with their own cost per acceptor, but rather with
their return on investment.

Inmany subprojects, USAID funds have supported theingal ation of management information systems
(MISs) to collect and generate the required data. They have also supported aconsiderable level of effort
among project staff to monitor data collection, quality, and reporting. In caseswhere the datado not serve
the partner'sinterest, these investmentsyield little in the long run, and the systems are likely to die as soon
as subproject funding ends. From the standpoint of value and pragmatism, it may be better overdl for
USAID itsdf (through a designated agent) to collect any required data that the partner neither wants nor
uses. With respect to those datain which both partiesareinterested, theimperativeisto select the smallest
possible number of indicators.

A reaed issue, financid reporting, is less easly resolved. Various U.S. laws and regulations put
enormous accounting burdens on fund recipients, often requiring new systems, formats, classifications,
documentation, etc. In essence, reci pients often establish separate accounting arrangements, parald to but
different from their own, and consderable project staff time is devoted to financid monitoring. This
phenomenon is not, of course, limited to employer-based FP/MCH programs. However, it is harder to
convince a one-time corporate recipient to expend vauable funds on this function than it is in the case of
an NGO that dready knows the cost of doing business with a donor. USAID can do little about the
regulations under which it operates, but perhaps fewer direct subsidies and more traditiona (from the

& Wwith AAR, the subsidy takes the form of a loan at slightly below commercial rates. The loan to PhilamCare was a nc

interest loan and, because of the high risks, PhilamCare is not responsible for repayment of budgeted losses.
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partners point of view) business arrangements may maximize the funding avallable for programmatic
experimentation.

About Evaluation

Project-related literature shows acontinuing search for common ground on which to eva uate theimpact
of USAID's employer-based programming and to determine the relaive effectiveness (often variably
defined) of various approaches. Thisis an admirable objective, but it is premature.

FIGURE 8: ABOUT EVALUATION

1. Definitive, scientific impact evaluation of employer-based programs is not possible or costgffective at
this time.
2. Investment in long-term follow-up may be very beneficial in assessing program sustainabillty and
replicability.

1. Definitive, scientific impact evaluation of employer-based programs is not possible or cost-
effective at thistime.
Subprojects can be evauated according to whether they met their individua objectives—which by

definition are relatively short-term. Some subprojects have severd objectives with variable time frames.
For example, each PROFIT activity has two sets of objectives, one under the financid areaand the other
under the FP rubric. Those activitieswith dower gestationd periodsand an early focuson financial aspects
are not likely to make significant progress toward the service objectives. Thus, even when it ispossbleto
aggregate achievements, the aggregation may not be meaningful because there is no common standard
agangt which the data can reasonably be compared. Even within the seemingly smilar group of companies
in Zimbabwe, for example, where the implementation approach was fairly uniform and the objectives
comparable, both basdine and results data are inconsstent (see Appendix A).

An Evauation Project document (Knowles and Akin, 1995) dates.

A mgor evauation question for employment-based services is whether they have any net impact
(i.e, after adjusting for substitution) on contraceptive prevaence and fertility....[E]ven where
employment-based schemes have no net impact on contraceptive prevaence, they may affect
contraceptive effectiveness and hence, fertility, if usersswitch to moreeffective methods. Similarly,
increases in contraceptive prevalence may be observed, with no attendant decrease in fertility, if
contraception is substituted for abortion.

The study goes on to point out some of the difficulties in evauating these kinds of programs, both
operationa and theoretica, and discussesthe pluses and minuses of prior impact indicators, suggesting the
following four:
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# full cost per CYP (eg., including both private and public costs) to measure efficiency
# net CYP (gross CY Ps minus the number that would have occurred anyway) to measure impact on

contraceptive prevaence
# net public cost (direct cost minus the public cost savings associated with transfer from public or

other subsidized sources) as ameasure of impact on financid sugtainability
# net public cost per CY P (requiring segregation of prior commercia sources usersfrom public source

users) as an indicator of cost-effectiveness.

Many of the subprojects described in this paper are not mature enough to generate these kinds of data.
For example, in the more experimental managed care arrangements, there may befew CY Psto date, and
full cost per CYP would be astronomica even if it could be caculated. In the older, more traditional
subprojects, such asthe direct subsdiesto single employers or the NGO-provider linkage arrangements,
enough time might have dgpsed to make the calculations, but the data are not available. Further, the cost
of collecting them would escaate subproject costs to an unacceptable leve.

USAID mugt define its long-term impact indicators so that adl partners can understand what these
programs are supposed to achieve and, where feasible, can begin collecting the right data. However, it is
highly questionable whether USAID should invest in attempting to determine how these experiments stack
up againd the indicators until Strategies are at least well underway and at best proven from an operationa
gandpoint. Instead, USAID likely will haveto rely on subproject-specific achievement of objectivesto best
direct its funding.

2. Investment inlong-termfollow-up may be very beneficial in assessing program sustainability and
replicability.

USAID isplacing increasing emphasis on sustainability. In employer-based programming, sustainability
means private companies (on their own or through managed care) paying for FPPMCH services over the
long run. There has been an expectation that successful Strategies or programs will be replicated,
gpoontaneoudy or otherwise. Good faith end-of-project reports have made impressve clams of
sudtainability, but these are speculative. A few have aso clamed replication. Outside of an Enterprise
follow-up study (Fort, 1994) that provides very short-term post-project data on a smal group of
subprojects and a PCPD study (Cabignon, 1994) that documents the types of servicesmaintained by the
employer in various intervention cycles, thereis nothing to evaluate the accuracy of these dlaims.

Thefirg chdlenge isto define what asustained programis(e.g., onethat continueswithout subsidy for
5, 10, or 15 years, one that continues some but not all components for some number of years). Oncethis
is clear, USAID can determine which activities meet the sustainability criteria. Companies (employers or
insurers) are unlikely to be willing to share with USAID any data about their financia operdtions (eg.,
return on investment, profit), but there is no reason for them to resst answering questions about whether
certain activities continue. The investment required for follow-up can be kept to areasonable levd if the
key questions are smple enough. Until these key questions are answered, there arereally no hard dataon
whichto judge the effectiveness of USAID's programs in establishing sustained employer-based services.



4. FUTURE DIRECTIONS

USAID'sleadership rolein employer-based FPIMCH programming and the cregtivity of implementing
organizations have resulted in a pool of experience with promise for the future. Many things have been
proven: some employers, under selected conditionsand for avariety of reasons, will accept and contribute
to FP/MCH sarvicesin thework-place or purchase them through fee or managed care arrangements, some
insurers will experiment with new markets and new products, and satisfactory provider-employer
arangements can be made. Further, it is clear that the world in which these programs work is not
homogeneous, that a host of uncontrollable factors compete with structured interventions, and that long-
term outcomes remain to be seen. Figure 9 outlines the factors that have been demondtrated to stimulate
the initiation of employer-based services.

FIGURE 9: FACTORS STIMULATING INITIATION OF EMPLOYER-BASED SERVICES

Stable economic environment

Commitment of top and middle management

Relative attractiveness of introducing FP/MCH services over other investment options
Good corporate financial health

Provision of social and/or health benefits and/or services, especially FP/MCH services
Intersection of employer and donor interests

Access to local technical support

Attractive rate of return

High proportion of women beneficiaries (workers or spouses)

O OO OO OO OO

Recent experience does not provide enough evidence to draw conclusions about which approaches
work best overdl or which approaches works best to achieve particular objectives, such as increasing
contraceptive prevaence, averting births, reducing public cod, leveraging private funds, inditutionaizing
sugtainable services within the private sector, improving the method mix, or reaching out to underserved
populations. The past provides someinformation to estimate appropriate future directions, but the absence
of post-intervention data leaves room for ambiguity.

All of thisargues for continued flexibility and experimentation, with aclear understanding that no single
indicator can define success. Thereisclearly dso aneed toinvest in follow-up. Overdl, however, the past
does suggest some broad gods for future work in this area, including:

# Broaden the areain which partners and donors objectives intersect.

29
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* #*

* H#*

Minimize direct financid subsdiesin light of uncertain long-term results unlessthereisan overriding
reason to do o, asin the case of reducing financid risks within the managed care arena.

Carefully identify partners technica assistance needs and provide financia support to meet them.
Fecilitate provider-employer networks through brokering linkages among employers, other for-

profit organizations, NGOs, and hedlth care or managed care providers, focusing on providersthat
require minima technicd or financid assstance.
Enlist the cooperation of umbrellabusinessand professond organi zationsthat have strong influence

over member employers and can therefore stimulate participation among their members with
relatively little support.
Disseminate and explore the effectiveness of sdf-help tools to help employers initiate delivery of

FP and other health care services to employees.
Engage private sector partners in more business-like activities than smple cost sharing, which

would help diminate those partners who are unwilling to risk their own funds.
Improve partner choices, ensuring that the partner can carry out dl responsbilities (e.g., Sart-up

financing, quality service ddivery, sdes, outreach to new populations, etc.) by designing cregtive
subprojects, providing technica assstance, and brokering appropriate linkages with supportive
organizations.

Continueto integrate FP into other employer-provided health services, thus building on theexisting

infrastructures.
Set feasible and gppropriate objectives given the duration of a project and refrain from making

comparisons between projects based on incomparable measurements.
Gather only the data that is most appropriate and ussful for managing and ng asubproject.

Invest in long-term follow-up, particularly if the subproject is meant to be sustained (as opposed
to being apilot).
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APPENDI X A:
DETAILED SUBPROJECT PROFILES

This gppendix provides more detailed descriptions of employer-based subprojects outlined in Section 2.
It dso describes intervention results, where available. However, many of the activities are recent and/or
dill underway. Moreover, data are very incons stent across activities and, in most cases, are limited to the
project period. The sole exceptions are a smal group of Enterprise employer-based activities described
inaService Expansion and Technical Support Project (SEATS) follow-up study (Fort, 1994) and sdlected
follow-up dataon aPhilippine NGO industrid program (Cabignon, 1994). Enterpriseended in 1991. Data
presented in the follow-up study reflect conditions in 1992-1993.

A.2. Providing Direct Technical and Financial Subsidies to Individual Employers

Benguet Gold Operations (BGO), Baguio, Philippines, and Matling Industrial and Commercial
Corporation (MICC), Mindanao, Philippines
Both of these Enterprise subprojectsprovided initid financial and technica subsidiesto improve and/or

expand exiging hedlth serviceswithin the employment setting. Further, both employerswere plantation-type
companieswith large, captive populations and atangible prior commitment to providing arange of benefits
and socid services. Both werelocated in the Philippines, wherethe law requires employersof 200 or more
workersto provide on-gte family planning services. However, thislaw islargely ignored. Both companies
were profitable a subproject start-up but began experiencing financid difficulties shortly theregfter.

BGO was fertile ground for a donor-supported intervention and required little marketing and
persuasion. Congsting of five mine stes with over 5,000 employees and over 14,000 dependents, BGO
had along higtory of progressive management and extensive company benefits. In addition to housing and
schools, BGO had a hospitd clinic and had been offering family planning as part of its Community Hedth
Services since 1970. BGO qudlified for government contraceptives and other supplies. By 1986, the
program was still operating but had deteriorated somewhat and was providing services only a the main
dinic ste. Enterprise provided support for a responsible parenthood program revitaization, including a
cost-benefit sudy showing a 12:1 return on investment in FP services between 1971 and 1986, funding
for physical improvements and training, computers, and other technical assistance. The ass stance period
was 1988-1989. A 1988 KAP study showed high levels of knowledge, agenerdly postive view of family
planning, a farly high level of contraceptive use, and a desire for more knowledge about the different
methods. BGO shared cogts, with BGO'sactud expenditures exceeding itsorigina commitment. Whilethe
gods of the Enterprise intervention refer only to FP, this program was implemented within the context of
a company operation offering integrated FP/MCH and other hedth services, and the IEC component

39



40 The PROHIT Project

extended beyond FP to include immunization, growth monitoring, and pre- and post-natad care. A
secondary objective was to stimulate other Benguet Corporation components and other area mines to

engage in Imilar programming.

Like BGO, MICC management was progressive. The company traditionaly supported not only its
1,341 employees on the agricultura plantation but dso the loca community of gpproximately 40,000. It
dready had a plantation hospital providing limited FP, MCH, and nutrition services to employee families
and local residents, but the facilities and equipment were inadequate. In addition to serving arearesidents
at the hospital, MICC's socid commitment extended to building and operating off-plantation schools and
providing technica and materid assistance to 6,000 loca farmers. The 24-month intervention between
1987 and 1989 involved gaff training in FP and upgrading facilities aswell as devel oping outreach services
by midwives-motivators and volunteers. The outreach component was later dropped due to security
concerns in this very ungtable region. Documenting and disseminating the company's experience was
another objective. The subproject sought to enroll 1,200-1,500 users. MICC contributed about one-third
of the funding.

Results

End-of-project data show that BGO's program reached 82 percent of its new user target (1,256 out
of 1,524) and 78 percent of its continuing user target (2,330 out of 3,006), with acontinuation rate of
approximately 60 percent. Subproject documentation defines the cost-benefit ratio of the FP program
as over 7:1 and affirms an increase in contraceptive prevalence from 34.5 to 52 percent. BGO
management remained convinced of the value of providing responsible parenthood servicesand vowed
to continue to support them in their entirety. Also, plans were underway to expand coverage to Sster
companieswithin Benguet Consolidated Mines, Inc., in conjunction with afoundation thet servesasthe
corporation's socid development arm. BGO subsequently went out of business and presumably no
longer provides FPMCH services.

At the end of the MICC subproject, there were 770 new users (64 percent of the target), the facility
was improved, staff were trained, and the program provided 402 CY Ps. MICC management made
presentations to other local employers, and another company was sending its employeesand spouses
to the MICC facility for FP services. There are no follow-up data on this program.

Company-Based Programs in Zimbabwe

Beginning in 1987, Enterprise initialy provided technical and financid support to four Zimbabwean
employers. These include Lonrho Zimbabwe Ltd., Triangle Ltd., British American Tobacco (BAT), and
the Commercia Farmers Union (CFU) with a membership of about 4,550. Two CFU units, Doma and
Nyanzura, participated. Hippo Vdley Estates, located near Lonrho, wasimpressed with Lonrho's program
and subsequently joined the other subprojects.’

" Enterprise provided support simultaneously to the Private Sector Family Planning Unit within the Zimbabwe National
Family Planning Council (ZNFPC), a parastatal organization that coordinates all family planning activities for the governme
and receives the majority of its funding from the government.
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The four companies had predominantly male workforces. The CFU sites employed both men and
women. Both the companies and the CFU sites had on-site medica facilities. Subproject periods ranged
from one year to about two-and-a-half years. All partners contributed to costs, with contributions ranging
from 41 to 82 percent. Basaline CPR was 71 percent at BAT and 21.5 percent at Triangle. These data
were not collected at Lonrho or CFU, which had basdine CY Ps of 856 and 1,224, respectively.

Lonrho and Triangle were large employers (with work forces of 7,200 and 7,500, respectively) that
aready provided a range of socid and hedlth services to employees and dependents as well as to the
surrounding communities. Lonrho aready had alimited FP program. BAT, employing predominantly men,
provided medical benefitsto employeesonly and did not provide housing. Commercia farmsin Zimbabwe
did not provide any benefits except housing.

CBD subprojects were established at the two CFU sites. ZNFPC helped participating employers
recruit, train, and deploy CBDs in the workplace and, if applicable, in the dependent community. At
Triangle, Lonrho, and Hippo Vdley, where on-ste medical facilities existed and the target population
included women, ZNFPC trained company nurses in clinical methods. ZNFPC provided SOMARC
commodities. Enterprise aso supported a cost-benefit study at Triangle and Lonrho showing the vaue of
the investment, but the mid-term evaluation of Enterprise serioudy questioned the anayss methodology.

A January 1996 PROFIT assessment of Zimbabwe's private medical sector revealed that more than
200 employers have on-dite clinics, many of which provide some basic FP services and supplies,
particularly condomsand ords. Medica aid societies, which are private, prepaid, nonprofit health insurance
programs, generdly provide some leve of coverage for FP services and supplies, but members are not
aways aware of this benefit. There are 24 companies providing coverage for over 730,000 membersand
beneficiaries, condtituting about 7 percent of the population. This coverage generaly reimburses for FP
commodities except for condoms, regardless of source.

PROFIT is currently formulating asirategy to increase employer involvement. PROFI T plansin-depth
interviewswith sel ected companies and an exploration of why programs do not include more methods and
will then design a program strategy. PROFIT has not yet decided whether to focus on employers that
provide insurance or on those that do not.

Results

InaJdune 1990 report (Fort, 1990), Enterprise documented a number of achievements: at five Lonrho
mineswhere basdline datawere available, CY Pincreased by 145 percent in 21 months, and recorded
births dropped by 28 percent and sexually transmitted diseases (STD) cases by 29 percent at seven
mines, CPR nearly tripled a Triangle; CYP dmost doubled in 18 months at the participating CFU
farms, and at BAT, current and ever-use of condoms increased from 71 to 76 percent. At the end of
these subprojects, al four original companies continued or expanded the provison of FP as an
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employee benefit, and al were covering the entire costs of their programs, with the exception of CFU,
which continued to receive donated contraceptives from ZNFPC.

The follow-up study provides a rather ambiguous longer-term picture. Despite recent seriousfinancia
difficulties, Triangle, Lonrho, and Hippo Vdley Estates continued their FP services without externa
support, purchasing contraceptives from ZNFPC and Geddes, a commercia distributor. However,
Triangle haslaid off more than 5,000 of its 6,500 workers, and Hippo Valey has transferred most of
its 4,300 workers to its other operations in Zimbabwe. Thus, it is unclear what servicesare continuing
and who is using them. Of the CFU sites, Doma closed down its FP services shortly after Enterprise
support ended, while Nyanzura continued and expanded its program to an additiona 31 farms. CFU
continued to receive subsidized contraceptives through ZNFPC.

Mawana Sugar Works/Shriram Industrial EnterprisesLimited (S EL), Western Uttar Pradesh (UP),
India
SIEL Ltd. ownsMawanaSugar Works (MSW), afactory employing 1,600 people and interacting with

40,000-45,000 farmers who sell sugar cane to the factory. PROFIT's relationship with SIEL stemsfrom
itswork with the Confederation of Indian Industry (ClI). SIEL wanted to start acomprehensve MCH/RH
program for its workers and to contract with Parivar Seva Sangtha (PSS), an experienced family planning
NGO, for expertise on designing and implementing the program. PSS would survey needs, implement an
IEC campaign, train health workers, and establish a contraceptive supply system. After the three-year
contract period, SIEL would run the facility itsdlf. In 1995, SIEL sought PROFIT support ($26,700) for
the PSStechnicd assstance. SIEL origindly wanted to include the areafarmers and beneficiaries, however,
it was decided to exclude farmers initidly, with this decision to be reconsdered after the first year of
operation. PROFIT isfunding a pre-implementation basdline survey and will fund thethree-year program
upon gpprova of the project design. No results data are available. If successful, it can serve as a model
for replication throughout the UP sugar indusiry and elsawhere in India
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A.4. Conducting Business Analyses to Attract Employer Participation

Milpo Mining Company, Peru

Withaworkforce of 800 and with 4,000 dependents, Milpo islocated in the interior highlands, where
CPRisgenerdly lower than the nationd average. In accordance with government regul ationsand collective
bargaining agreements, Milpo provides family-related benefits, including housing. While workers hedth
sarvices are covered by socid security, Milpo maintains a hospital and outpatient clinic for families
providing primarily curative services. The 1986 TIPPS analyss estimated that a FP program could more
than double the CPR (from 34 to 75 percent), increase the effectiveness of the method mix, and reduce
the number of births by 80 percent in the Sixth year. A positive cash flow was projected for the fourth year
and pay back of theinitid invesment for the sixthyear. The net benefit-to-cost ratiowould be 7.4:1 inthe
fird five years, and the internd rate of return would exceed 50 percent. Because the baseline survey also
demongtrated the need for child surviva services, it was recommended that the company establish an
integrated MCH and FP module. Milpo had been spending a considerable amount on drugs to treat
preventable diseases, and this was a good opportunity for cost savings.

Results

Milpo decided to implement the integrated module in 1988 and bore al associated costs. These
induded hiring of an additiona physician and nurse educator and contracting with two privateingitutions
for training and on-site supervision. In addition, Milpo purchased contraceptives and |aboratory
sarvices. Theintegrated services have become a permanent part of Milpo's benefits package. Within
18 months of implementation, CPR among miners wives had risen by 41 percent, with the percentage
of women using modern methods increasing from 16 to 40 percent. V accination coverage rose from
5to 75 percent among children under age 5 in 20 months, and dmogt dl children under age 1 were
enrolled in growth monitoring. Theincidence of diarrhed disease and acute respiratory infection (ARI)
had declined, thus confirming the projection that Milpo'sdrug costswould fdl. By theend of the TIPPS
project, Milpo had marketed its program to areaemployers, and TIPPS reported that two other private
minesinitiated Smilar services, induding contracting for medica staff training and supervison. Although
the benefits package design did not include services beyond the Milpo family community, the physician
performed vaccinations on his day off with the company paying expenses only.

Sincethe conclusion of TIPPS, the economic situation in Peru has declined, with hyperinflation serioudy
cutting into company profits. At least until about two years ago, Milpo was reportedly continuing to
offer the integrated module, dthough it had reduced its saff somewhat. Also, it does not appear that
the other mines, which made a good faith effort to sart, have actualy implemented programs.
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Electrolima Utility Company, Peru
A dmilar andysis was conducted by TIPPS in 1986 for Electrolima, a parastatal company providing

eectricity for Limaand surrounding areas. Of over 3,500 employees, about 60 percent were classified as
whitecollar (of which about 25 percent werewomen), and the remainder asmanud Iaborers. The company
provides benefitsdirectly to thewhite collar employees, whereas manua laborersare covered by thesocid
security system. Company hedth bendfitsinclude a variety of services, including free medicd attention at
the company clinic and by designated specidigts, hospitaization and surgery, drugs and X-rays a the
company dinic, dental treatment, laboratory tests, and blood transfusions. Women employees can take 90
days of paid maternity leave and eight months of |actation supplement. For dependents of both white collar
and manual laborers, the company offersfree generd medica, pediatric, and dentd careat thedlinic. It dso
pays partid costs of emergency care, outside pecidists, and hospitalization, and sdlls drugs at cost plus
asmdl mark-up. Workers wives recaive pregnancy and postpartum care, with white collar wivesdigible
for more benefits. In addition to sdlary supplements, Electrolima provides socid, recreationa, and some
education supplements but does not provide housing.

Fertility rateswererdatively low, and abortion rateswerere atively high. Contraceptive use (83 percent
of women interviewed) was higher than the area average, and use of traditiona methods was lower. The
andysis projected little change in contraceptive prevaence, but a sgnificant improvement in method mix.
It also projected a benefit-to-cost ratio of 3.83:1 with a higher share of voluntary Sterilization and 4.19:1
withalower share. Similarly, it projected an internal rate of return of 127.08 at the higher rate and 140.04
at the lower rate. TIPPS recommended contracting out rather than integrating FP services into company
facilities and projected a positive cash flow in year two and payback of start-up costsin year three.

Results

Despite the positivefinancia and hedth projections, aswell asthe board chairman'sinitid commitment,
Electrolima declined to initiate FP services. Itsbenefits are financed by revenues. Asamonopaly, it can
raseraesat will to provide additiona operating funds. Thus, thereisno financid incentive to introduce
FP/MCH services. Also, there was a change in board leadership, and negotiations with a service
delivery NGO were problematic. However, the NGO did conduct IEC seminars for employees at
Electrolimas expense.

A.6. Linking Private Providers with Employers

Atma Jaya Hospital, Jakarta, Indonesia
In 1982, Atma Jaya Hospital, a private inditution, began providing FP services at smdl and medium-

Sized areabusnessesthat could not afford the high start-up costs associated with providing these services.
By 1986, the hospital was serving 20 factories with gpproximately 7,000 employees, including 2,677
eigible couples. This program was fully subsdized, and servicesto the employerswere funded by agrant
fromFamily Planning International Assistance (FPIA). Fourteen of the 20 factories paid feesto the hospital
for some services, but not for FP.
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In 1987, TIPPS assisted Atma Jaya in developing a hospital/factory service program for which
employers could and would pay. The activity involved initid KAP and cost-benefit analyses at five
factories, an assessment of the hospita's strengths and opportunities for improvement, determination of
service delivery codts to facilitate pricing, the design of four service modules from which the employers
could choose any combination (FP, outpatient services, prenatal and postpartum care, and medical check-
ups), and marketing to the employers. Each module was individuadly priced. The FP service ddivery
options included factory-based clinics, factory-based cadres, mobile clinics, and the AtmaJaya Polyclinic.
The subproject used BKKBN contraceptives. Socialy marketed contraceptives, not available a thetime,
would have quadrupled the cost.

Results

The marketing team made an average of eight vigits before a corporate contract was signed, and the
time period varied from four months to a year. Out of 88 area factories, 27 signed up for services
during the two-year subproject period. Workforces ranged from 80 to 940. Of these, 17 signed up for
FP, 14 for outpatient services, 4 for prenatal and postpartum services, and 7 for medical check-ups.
Seven factories with in-house clinics that had not provided FP services before initiated these services
during the subproject, with Atma Jaya aff providing training for the clinic midwife and paramedica
saff, contraceptives, IEC materids, and backup servicesfor clients requiring specid care. AtmaJaya
staff aso selected and trained factory-based cadres for FP motivation among workers and assisted in
monitoring and evauation. Two of these clinics became totaly independent, purchasing socidly
marketed contraceptives and receiving only backup services from Atma Jaya.

Outpatient serviceswerethe most profitable, and provision of medical check-upswas described at the
end of the subproject as”...promis(ing) to befinancidly viablefor the hospital.” While FP serviceswere
aso deemed cogt-€effective for the employer, the pricing calculation excluded overhead cogts, shifting
themto the health care services for which employerswere morewilling to pay, such as outpetient care,
Thissuggeststhat, if al costlswereincluded, the price of the FP service would not be sufficiently attrac-
tive. It dso underlines lessons learned el sewhere with respect to the inherent unprofitability of FP
sarvices done. Overdl, Atma Jaya reached the break-even point in the first month of operations.

This program did shift usersfrom public to private providers. Prior to the subproject, 44 percent of the
employees were recaiving FP services from public sources. This figure was reduced to 29 percent Six
months after subproject start-up. Available documentation indicates that these figures reflect transfers
from public to private sources rather than dropouts.

Federacion Mexicana de Asociaciones Privada de Salud y Desarrollo Communitario (FEMAP),
Mexico
FEMAP, in Juarez, is a nationd federation of 32 FP NGOs. Its leadership is well connected with

industry leaders and has access to top management through socia connections. Enterprise supported
FEMAP in developing its capacity to sell FP services to industry. There were two subprojects with
FEMAP, one to establish FP programs in 10 to 20 in-bond maquiladora companies in Ciudad Juarez
(1989-1990), and the second to establish FP programsin nine Generd Electric (GE) factoriesin northern
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Mexico (1989-1990). Women consgtitute two-thirds of the maguiladora workforce. GE was aready
contributing to the nationa socid security program, which provides (for employees who have contributed
at least 30 consecutive weeks prior to the benefit) at least three months paid maternity leave, nursing time
for ax months following childbirth, and time off for postnatd care visits a part or full pay.

It took FEMAP 18 monthsto convince GE to dlow an anadyss of possible savingsfrom FPinvestment
intwo plants. While management had thought turnover was associated with workersleaving for other jobs,
FEMAP found that the 144 percent annual turnover rate and the 7 percent monthly absenteeism rate were
due largdly to pregnancy and maternity leave. FEM AP repackaged its traditional FP servicesto be more
atractive to the company. The package included occupationa hedth and safety, X-ray, ultrasound, family
medicine, and FP. Thereisno information on how the price was calculated or on the relationship between
FEMAPs price and that of other potentia providers.

Results

By the end of Enterprise, GE had offered FEM AP acontract for servicesintwo plants. Thefollow-up
study revealed that these two contracts were il in effect, and that a third had been negotiated for
another plant in Mexico City. User rates in the two origina plants grew from avery smdl percentage
of the femae labor force (63 users) to 85 percent of married women of reproductive age (MWRA) by
the end of the subproject.?

Philippine Center for Population and Development (PCPD)
Formerly the Population Center Foundation, PCPD isawell-respected, longstanding NGO partner in

the national respons ble parenthood and/or materna and child health (RP/MCH) program and along-term
beneficiary of USAID support. Since 1985, PCPD has been working in the industrial sector, helping
establish in-plant RPMCH programs. In three waves, it has refined its service package, its recruitment
grategies, and its pricing schemes, athough cost recovery has not been amajor objective.

Inthefirg wave of 30 companies, PCPD mohilized and trained in-plant volunteers, conducted monthly
IEC activities, visted companies weekly, established a referrd system, and conducted research and
evauation. In the second wave, supported by Enterprise, PCPD reached out to 21 additiona companies
and added six eements to the program. It provided equipment, required cost sharing, established and
trained an in-plant RP/MCH team, oriented |abor unions, oversaw an ingtitutionalization workshop, and
conducted cost-benefit analyses. In the third wave, PCPD engaged 60 more companies and added four
more elements. These included a requirement that the company pay P10,000 (approximately $400) for
IEC, program orientation for top and middle managers, participatory planning and an inter-company
workshop, and areacoordination meetings of companies and governmental and nongovernmental agencies.
PCPD's involvement with each company spans about three years, with the company dated to take over
al respongbility theresfter.

8 Neither the follow-up study nor the 1990 report, entitled Enterprise in Mexico: A Strategic Approach to Private
Sector Family Planning, offer any data on the number of companies engaged by FEMAP in the other subproject.
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Results

Results are mixed. PCPD was ableto recruit additional companiesin successve waves, but it became
much more difficult, presumably because those companies aready favorably disposed had joined the
program. Enterprise reports show that PCPD had to approach 110 companies before enlisting the
target 20, and some of them were smaller than specified in the origind selection criteria requiring a
workforce of at least 1,000.

With respect to independent ingtitutionaization within the participating companies, the record is not
entirdy clear. Some of the companies have gone out of business or have been reorganized. The
objective wasfor the companies to maintain four program components. service ddivery, IEC, training,
and in-plant volunteer mobilization. PCPD follow-up data show that of the 24 firs-wave companies
dill in operation, only two were implementing al four components. The sameistrue for four of the 18
second-wave companies fill in business. Onefirg-wave company and three second-wave companies
were sustaining service ddivery, |EC, and volunteers. Six first-wave companies and four second-wave
companies sustained the service ddivery and volunteer components. Fifteen firg-wave and seven
second-wave companies sustained service ddivery aone.

Jakarta Industrial Estate Pulogadung (JIEP), Indonesia, and Yayasan Kusuma Buana (YKB),
Indonesia
JEP isagovernment-run industrial estate with an underutilized medicd clinic on the premises. JEP has

275 companies with a combined workforce of about 60,000. YKB is an NGO with experience in
deveoping private FP clinics, many of which generate revenue. YKB aso has marketed X-ray services
to companiesby itsmobilevan. An Enterprise-UNFPA study concluded that an HM O on the estate would
befinancialy viable, and Y KB wasidentified to run the HM O on acontract basis. However, J EPwas not
serioudy interested in this venture. A 1993 PROFIT survey reveded that companieswere wary of joining
an HMO, because the concept was rdaively new in Indonesiaand the government requires contributions
to the nationd hesalth scheme. Companies were interested in mobile preventive hedth service ddivery,
induding annua physica exams and X-rays, and on-site counsdling about disease prevention, work
accidents and, to alesser extent, family planning.

Y KB then proposed to test market two packages of services:
# abadc package of FP and preventive hedth services, including individud and group family

counsdling, aphysicad exam, and blood and urine tests
# a supplemental package including contraceptive products and services, chest X-ray, and

vaccinations.
PROFIT supported the market test. Cost recovery was designated as the principal indicator of success.

Results
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The test was completed. In addition, promotion materials were produced, training manuals on FP
methods and counseling were developed, six doctors and two paramedicsweretrained, and the J EP
dinic wasrefurbished. Failureto implement suggested changesin clinic Saffing prevented the subproject
from moving forward.

A.8. Mainstreaming Family Planning and Maternal and Child Health Services into
Managed Health Care Systems

Feasibility Study for Sankalp Kiran, India
Sankalp Kiran is an NGO service provider. Between 1989 and 1990, an Enterprise subproject

assessed the feagihility of establishing an HMO to serve employees and dependents of 26 large and
medium-sized companiesin South Delhi. Findings showed thet the venturewasfeasbleif companies could
be persuaded to switch from fee-for-serviceto aprepaid arrangement. Viability would depend on modest
premiums, large volume (10,000 to 15,000 low- and middle-income clients), and cost control. Start-up
capital was estimated at $1.5 million, return on investment was not atractive, and the minimum bresk-even
point was estimated at five years.

Results
The study was completed. For vaid reasons, thisideadid not attract any investors.

Commercial and Industrial Medical Aid Society (CIMAS), Zimbabwe
CIMAS is Zimbabwe's largest medical insurance company and is a not-for-profit organization. The

objective of a 1987 TIPPS anadysis was to convince CIMAS to add FP to their benefits package. The
insured population's CPR was dready high (67 percent), and the totd fertility rate was low (2.5). Most
women (64 percent) were obtaining methods from ZNFPC. The introduction of CIMAS coverage was
projected to shift usersto private providers. The cost to CIMAS would be high, and the FP benefits low.
TIPPS then persuaded ZNFPC to provide servicesto CIMAS beneficiaries exclusively at twice or three
times the price charged to regular ZNFPC clients. Although no gtrict andysiswas conducted, these prices
were probably below ZNFPC's costs. CIMAS later alowed its enrollees to receive services from private
providers but placed a cap on the amount reimbursed.

Results

FP coverage is a permanent benefit for CIMAS beneficiaries. There are no data on the costs to
CIMAS. A 1991 TIPPS report stated that CIMAS contributed $20,000 in the first year but did not
lig the TIPPS project contribution. CIMAS'Ss agreement to extend coverage reflects severd
motivations. Firg, the government sets CIMASsrates, and CIMASwasinterested in gaining favor with
the government to negotiate rate increases. Second, at the time of the analyss, CIMAS was trying to
attract new enrollees from the lower-income, blue-collar market. FP might help market to this group
and, because the group's contraceptive prevaence was lower, reduce costs for other CIMA S-funded
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sarvices. Findly, the executive director of CIMASwasin favor of theinitiative, despiteits costs. Today,
nearly al of the private medical aid societies (MAS) in Zimbabwe have added FP to their benefits
packages. As of the 1994 Demographic and Health Survey, 7 percent of FP services were provided
by the MASs, while ZNFPC was providing 23 percent.

Adding Family Planning to Health Insurance Coverage in Jamaica
Therearefivehedthinsurersin Jamaica Four arefor-profit and providelifeinsurance aswell. Thefifth,

Blue Cross of Jamaica (BCJ), isanot-for-profit divison of Group Hospitdization and Medica Services,
Inc. (GHMS]) of Washington, D.C., and provides only hedthinsurance. BCJ serves over 60 percent of
the hedlth insurance market. PROFIT first explored expanding BCJs health care package to include FP.
Thiswould require upgrading BCJs clams processing and management information system. BCJ agreed
to include FP coverage in exchange for computer equipment. Under a joint venture, PROFT would
acquire and lease computer hardware, concentrate on market research and FP product devel opment, and
establish a coinsurance or reinsurance fund as a source of ongoing funding. GHM Sl would fund software
design and purchase as well as the upgrading of BCJs senior management capabilities.

A second initiative was designed to include FP in the coverage of dl five companies® Targeting large
employers, the concept was to add FP to prepaid coverage, with prepaid services delivered by the
Jamai can FP Association facilities and mobile clinics. Insured participants would contribute a 20 percent
co-payment. Theremaining cost would be shared equally between theinsurersand PROF T, with PROFIT
edtablishing a coinsurance/reinsurance fund to cover its hdf. The insurersagreed to participate only if their
costs would be reduced through decreased medica claims. PROFIT's contribution would offset the cost
to the companies of increased claims generated by the new coverage.

Results

GHMSI, apparently experiencing financid problems, did not provide the financid and managerid
resources required for the BCJ program. With respect to the five-company proposal, an anaysis
showed that cost savings from fewer medical claims did not exceed the cogt of implementing the
program. Also, the largely white-collar, insured population was likely to dready be paying for FP
sarvices, and the subproject would have little impact on the existing CPR of 55 percent. The reliance
on the NGO provider offered no opportunities for cost and utilization control. The subproject did not
move forward, astheinvestment was not judtified, and there waslittle chance that the subproject would
be sustained after PROFIT funding ended.

® PROFIT felt after the BCJ initiative that there were no further opportunities to work with life insurance companies in
Jamaica.
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UNIMED National Health System, Brazl
Founded in 1967, UNIMED is a cooperative of Brazilian physicians which had 62,000 membersin

1992. It is among the world's largest HMOs, with 8 million clients in 1992. UNIMED is managed by
physcians and directly provides medica assistance, diagnostic services, and hospita care. There are 196
loca cooperatives, each of whichisaseparate legd and financid entity. PROFIT entered into agreements
with two of these entities to expand UNIMED coverage for FP, improve the method mix, and stimulate
replication throughout the UNIMED system. *°

One of the agreementswaswith UNIMED/Maceio, which islocated in northeastern Brazil and covers
32,500 people in 1992, 40 percent under company plans. It was operating out of a rented building.
Through ajoint venture corporation, PROFIT and UNIMED negotiated to purchase, renovate, and run
an existing hospita owned and operated by three physicians. PROFIT had a49 percent interest. Central
to the ded was UNIMED's agreement to establish an FP/MCH clinic at the hospitad and to include FPin
covered services. The subproject strategy aso included marketing HMO services to employers whose
employees were not enrolled in the UNIMED HMO and were less likely to have access to health care or
FP services. PROF T would aso fund up to $20,000 of technica assistancein FPIMCH clinic design and
training, contributing to PROFIT's tota $1.1 million of investment and technical support. Prior to this
arrangement, UNIMED physicians were providing FFIMCH servicesin their offices on afee-for-service
bass. A subsequent survey showed high contraceptive prevalence in the catchment area.

Results

This agreement has not worked out particularly well. The dlinic opened in August 1995, but utilization
has been |ow and has been focused more on pediatric than FP services. A loca accounting firmis now
doing a pre-buyout anadysis for PROFIT's divestment.

PhilamCare Health Systems, Inc., Philippines

PhilamCareistheleading PhilippineHMO. It isowned by its nine founding physicians (40 percent) and
Philamlife (60 percent), awholly owned subsidiary of the American Insurance Group. In 1992, it had 20
percent of the national HMO market and served 100,000 plan members, mostly group enrolleesin three
plans targeting the formal sector. A 1991 feashility study of expanding managed care coverage to the
informa sector was not particularly encouraging but suggested atrid test of the market. Theinforma sector
isnot covered by nationa hedlth insurance.

Withafollow-up feashbility study showing potential for such aprogram, the Low Cost Hedlth Care Plan
(LCHP) was begun as a demonstration subproject offering arelaively low-cost private sector hedlth care
option called HedthSaver to low-income Filipinos, with providers paid on a capitation basis in 1994.
Unlike PhilamCarés other hedth plans, HedthSaver limitsthe enrolleeto asnglefacility. Thethreefacilities

10 PROFIT had approached a for-profit Brazilian HMO with its own hospitals. This HMO expressed interest in a joint
venture and in setting up a family planning facility in Sao Paulo. However, PROFIT did not pursue this opportunity as USA
preferred that PROFIT focus its efforts in northeastern Brazil.
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chosen were one hospital in Manilaand two in Cebu. Family planning isincluded in the package, but this
objective is secondary to that of testing the low-cost capitation modd. Under the terms of the agreement,
PROFIT is essentidly providing a no-interest loan to PhilamCare to cover initid plan losses. It is dso
providing technical ass stanceto the hospitalsfor FP service ddlivery. PhilamCare has assigned adedicated
sdesforce for HedthSaver.

Results

This subproject has faced chalenges associated with reaching the informal sector and identifying
hospitals willing to accept capitation payments. These chalenges delayed start-up for two years. The
subproject is il very new, withtarget enrollments (9,000 in year one and 12,000 annually theresfter)
behind schedule. Also, both losses and revenues are lower than expected.

The designated Manila hospital was extremely risk-averse and ultimately refused to participate.
PhilamCareinitidly transferred these enrollees to its own clinics for outpatient services and paid fees
to the hospitd for inpatient services. PhilamCare has now enlisted another Manila hospital which
provides both inpatient and outpatient services on a capitation basis. Of the two hospitalsin Cebu, the
one with the better reputation was resstant, and the one with the lesser reputation was not attractive
to plan members. To replace the Cebu hospita that failed to participate, arrangements have been made
withanother hospita that isnow providing al inpatient and outpatient care, including FP. Subsequently,
PhilamCare contracted with two hospitals, one in Manila and one in Cebu, which are willing to work
on a capitated basis and are committed to offering FP services.

AAR Health Services, Kenya
AAR isahigh-qudity, well-organized insurance company offering prepaid coveragefor hedlth services

to employers and individuds. It isthe nation's only hedth insurer that operates its own outpatient facilities
inNairobi and Mombasa. Thesefacilities do not provide FP services. PROF T explored two collaborative
initiatives with AAR, seeking to inditutionalize FP sarvices within AAR'sprogram. Inworking with AAR,
the primary goa was to shift the burden of service from the public to the private sector rather than to
increase contraceptive prevalence. Although AAR's market isprimarily high-end, the company expressed
interest in establishing a managed care business to expand its market share by attracting lower income
clients.

Thefirg ventureinvolved AAR marketing primary health services, including FP, to large employersin
the Lake Naivasha region. Sulmac Company, Ltd., was targeted because it is the region's premier
employer, because it aready provides health servicesto employees and dependents at acompany-owned
clinic, and because it uses its hedth benefits as an incentive in recruiting the best workers in the area.
Sulmac employees had benefitted from USAID-supported FP servicesfor 10 years, and acceptance was
high. Also, the government was asking Sulmeac to offer services to others in the community, making the
cost-containment features of an HMO concept potentidly attractive. Another factor was that Sulmac's
cinic-related costswere escaaing, and the company was cons dering having someone ese manageit. The
proposal wasthat Sulmac purchase apre-paid health care service packagefor itsemployeesand that AAR
lease and upgrade the current hedlth facility so that it could offer managed care servicesto non-employee
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workers in the region. PROFT would offer a sx-year loan of $520,000 to AAR to facilitate AAR's
investment in the facilities (with the firg tier dightly below commercid interest rates) and would provide
technical assstancein devel oping amanaged care business plan and an acquisition proposa to Sulmac. The
loan would be secured by the clinic facilities, and PROFI T would assume the currency risk.

The second venture involved AAR establishing aprimary careclinic inthe Nairobi indugtria area, with
three outreach clinics in the main residentia areas, and sdlling a prepaid package of services to area
companies. The package providesfor integrated services, including FP. The potentid target popul ation was
over 20,000 workers and dependents, and theindustrid areacurrently has no FP services avail able through
employersfor these workers and dependents. This approach was deemed more cost-effective for PROFIT
than marketing directly to areacompanies. Under theterms of the agreement, PROFI T ismaking asix-year
loan of $414,000t0 AAR at a 13 percent interest rate (dightly below commercid rates) and providing an
additiona $25,000 for technica assstance in FP and managed care training. PROFIT is assuming the
currency risk. PROFIT is aso collaborating with Management Sciences for Hedlth to provide managed
care training and with the Access to Voluntary and Safe Contraception Internationa (AV SC) and FPPS
to provide FP training. The agreement requires AAR to provide FP at these facilities. There was no
basdline KAP-type assessment, but there was a survey to determine where to locate the clinic Stes.

Results

AAR wasinterested in the Sulmac venture, but Sulmac declined to participate for severa reasons. This
experience shows the many complex factors that enter into a company's decision about providing
benefits and/or innovating in service arrangements. First, Sulmac had been looking to reduce the costs
associated with the clinic, and contracting out the clinic showed little cost savings in the short term.
Second, Sulmac was concerned about the potentialy negative effect of contracting out on itsimage as
an employer; it feared the company may appear to betaking aless active role in providing hedth care
for employees, which would reduce its competitive edge in personnd recruitment and have a negative
effect on labor relations as aresult of harder-line benefit decisons by AAR.

The Nairobi Indugtrid Areasubproject isbeng implemented with the opening of themedical center
in September 1995. AAR has begun marketing to area companies. The god is to increase total
membership from 9,600 as of July 31, 1995, to 13,300 by April 30, 1996. AAR is having difficulty
locating Stesfor outreach dinicsin theresdentid areas, causng somedeay in establishing theseclinics.
The main dinic is certified by the government and therefore is éigible to receive free contraceptives.
AAR issharing al technica assistance costs equaly with PROFIT.

A.10. Working through Umbrella Business and Professional Associations

Theseinitiatives attempt to capitalize on economies of scae aswel| asto facilitate access to employers
and engage them in in-plant service ddivery.
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Personnel Management Association of the Philippines (PMAP), Cebu Chapter
Cebuistheindudrid hub of the centra Philippines. At the time this activity Sarted, there were about

110,000 workers at over 17,000 companies, 130 of which have over 200 workers. A basdine study at
five companies showed an average CPR of 32.2 percent, with dmogt haf of the users reporting using a
traditional method. The PMAP Cebu chapter has 70 members. As PMAP's first mgjor project-type
undertaking, from 1988 to 1990, Enterprise supported arather complex arrangement that involved other
organizetions and subsidies. PMAP members were responsible for persuading their own company
management to introduce in-plant FP. Following the signing of aMemorandum of Agreement between the
company and PMAP, the Cebu Chapter of the Family Planning Association of the Philippines (FPOP)
trained clinic gaff as necessary and delivered motivationd lectures. FPOP provided supplies to in-plant
digtributors who then sold them on a commission and returned the baance to FPOP. FPOP projected
recovering 10 percent of its project staff costs in year one and 40 percent in year two. PCPD, under
subcontract to PMAP, developed and produced | EC materials and conducted specid training for PMAP
and the Department of Labor and Employment (DOLE). A university was dated to conduct basdine
gudies and an overal evauation, but PMAP ultimately took on this responghbility. Targets included 30
companies with atota |abor force of about 16,000 and enrollment of haf of thedigible MWRA workers
or spouses, or 3,080 individuals, as users.

Results

PMAP encountered company recruitment difficulties for a variety of reasons. Morethan oneyear into
the subproject, 18 had been recruited, with severa of these deferring program initiation until later.
PMAP aso enralled a barangay (municipd unit), which is home to about 5,000 cottage workers, and
the Atlas 4-H Clubs. Together, these 20 organizations had an €ligible population of 13,011. Because
enrollment was dow, cost recovery objectives were not met. The follow-up study states that 30
companies eventudly enrolled, but seven were lost to government distributors providing free
contraceptives. Also, nine companies went bankrupt.

Indian Chamber of Commerce (ICC), Calcutta

Between 1988 and 1990, this subproject combined the umbrella organization approach with the
provider-employer linkage approach. ICC identified companies to receive assistance in establishing
employer-based FP programs, and Sankap Kiran wasdated to provide technica assstance. ICC had little
or no continuing involvement. No in-plant mativators were trained, and al services including temporary
methods digtribution were provided off-gte. Limited IEC materids were avallable, and management
involvement was minimd.

Results
ICC initidly identified four companiesinterested in participating. Two dropped out early. After theend

of Enterprise support, athird halted services, though thiscompany later hired Sankap Kiranto provide
services at two other plants outside Cdcutta. At the fourth company, Sankalp Kiran continued to
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provide services, but management refused to contribute. Sankalp Kiran covered the costs with other
donated funds.

All Indian Organization of Employers (AIOE)
Between 1988 and 1990, this subproject worked through AIOE headquarters in New Delhi to

gimulate program implementation by threeloca employer federationsin Bihar, Karnataka, and Rgjasthan.
These three areas were underserved. The goal wasto establish in-plant FP programsin up to 60 industries
and in the informal sector among bidi cigarette makers and tile workers. The target was 30,000 workers
ineach area. The mativatorsdistributed pillsand condomsto coworkersand in the community. Subproject
officers and motivators referred users to public and private areafacilities for other methods, such as1UD
and gerilization, and for counsding.

Results

With avariety of Enterprisetechnical assistance and financia support and contributionsfrom AIOE and
loca host organizations, the subproject trained 240 in-plant motivators, enlisted about 20 companies
intwo of the areas, and reached atotd of lessthan 7,000 users. However, within about six months after
Enterprise funding ended, nearly al programs had ceased operation.

Confederation of Indian Industry (CIl)
In response to USAID's interest in disseminating information on employer-based FP as well as to

corporate inquiries directed to Cll, PROFIT supported the development of a users manua showing
companies how to become involved in FP programs. This manua wasto be launched a a seminar in the
summer of 1996. PROFIT will digtribute aquestionnaire diciting opinions about the manud and information
about users plans. It may aso conduct a six-month follow-up study to seeif companiesfollow through on
these plans.



